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511

WELCOME INDIVIDUAL INTRODUONS OPENING REMARKS

ThomaslInglesby, MD, Chair, OPHRRBSCandAli Khan,MD, MPH OPHMRDirector, welcomed all
participantsto the B&meeting. Dr. Khanremarked on the congantly chamging threat environment, noting
recent news in TheEconomist regarding experimental modification of the flu virus virulence,and thanked
the Board for coming together to provide OPHRR guidance andadvice and for their assstanceto help
CDC think criticdly about our efforts to keep our courtry safe.

REVIEW OF FACA CAONFIOF INTEREST

Daniel M. Sosin, MD, MPH Deputy Direcor and Chief Medical Officer, OPHRRand the Dedgnated Fedeal
Cfficial (DFO) for the OPHPRBXC cdled the BSC meeting to order and took roll BSCSpecial
Government Employe¢€SGEBoard Membersex officio Board MembersandliaisonBoard Members
participatingin-personand by phoneare listedin AppendcesA andB. Quorum wasmet.

Dr. Sosin reviewed the duties of the Board per the B S Cchater. Dr. Sosin asked for members to self

identify any corflicts of interes; none nded.Dr. Sosin asked that if, in the processof the two days of
deliberations, a BSQViember believed that they did have a coriflict of intered, §he shoud draw that to

his attention.
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REVIEW OF UPDATESORBIPR RESPONSES SO WORK GROUP REFORND RECOMMENDATI®ON

Foreachrecommendation for whichthe B requestedan updaed respong, OPHRprovided written
updaesto the B members prior to the May BSC meeting. OPHMR provided responseso BSCWork
Group reports and recanmendationsfrom the following Divisions:

A Diision of EmergencyOperations

A Diision of Select Agents and Toxins (DSAT)

A Diision of Strategic National Sockpile (DSN%
A Duision of Sate andLacal Readness(DIR)

BSC members were invited to comment on or ask quegionsregarding the updaed respongsinthe
order listed above.

Division of EmergencyOperations(DEQ

SGE Isthe emergencyoperationscenter (EOQ to be tasked with providingll public health
adionsasso@tedwith/ 5 $pdlio eradication effort?

CDC Primary leadeaship andresponsemanagement for polio eradication will remainwith/ 5 ¢ Q
Gobal Immunization Division in the Genter for GobalHeadth. DED hascreatedthe
supportinginfrastructure and standad operating procedures within the CODCEOC

SGE What@the capadty of the CBCEOCto respondto the next incident?

CDC Qur capaity within the Division is very limited. At a minimum, we try to suppat
coordination of emergencytravel in support of therespmse. If it isamore complicaed or
larger respase,thenwe have to bring in addtional resaurcesfrom throughout COCto
respnd. In a scenaio in whichthe DEO EOC hado suppat theresponsdo more thanone
event at a timg it ischdlenging to determine whenandhow to effectively shutdown one
event responseandtransition support tothe remaining event.

Division of Select Agents and Toxins (DSAT)

SGE Responsedo several of the B recanmendationsindicate that aninformation system to
be functionalin 2014will addressthe isstes raisedin the BSCrecommendationY Caa COC
be confident that the identified sdution will meet future needs? That is is DSAT Bkating
to where the puckwill be2

CcDC This B review wasdonein 2008, butmanyof theseissuesstill needto beaddressal. A
lot of the issuesare information techndogy (IT)-related andare beinginformed by curent
events. It isavery fluid ervironment, andthere are political aad programmatic overlaysto
this. If thereisatopic that warrants more work with the workgroup, we cando that.
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SGE

CDC

SGE

What isthe current status of SAR@ssotated coronavirus on the special agents andtoxins
list? University of Pittsburgh did a criticalrisk assesment of this agent andrecommends
spedal handingfor dmilar agentsthat have the potertial to initiate large scale epidemics.

The Soedal Agents and Toxinsregulationsare being rewritten now. SAR&ssoated
coronaviruswill beindudedin the newregulations.

BS@Requesfor Information (RFI)At afuture B meeting, OPHFR shold consder
providingthe BSC ademondration of the SABREA andother hiosecuity risk evaluation
software productsthat arebeing evaluated for useby DSA and USIA.

Division of Srateqic National Sockpile (DSN$

SGE

CDhC

SGE

CDC

SGE

CDC

SGE

CDC

Bx Officio:

What isthe readng level of the information materials distributed by DSN6to support
distribution of emergencymedical suplies? CDC shold ensue that the hedth educaion
materials distributed make senseto our public. There@a hugebody of literature that
speaksto the readnglevel to use, the number of picturessupgementingtext, etc.,
dependngonthe popuation we®e speding to.

CDCreviews educdionalmaterial for readnglevel andcomprehenson andagreeswith the
B comment.

BS@Requesfor Information (RFI)Within the DSNS respondewould be useful to know a
little more about what the statement, dThe prindpal bariers are leadership, apathy,
decreasing grant funds andthe lackof personnelto mount alarge-scde dispersing effort.€
mears. Whoseleadaship?e

As DSRBstaff wasunavailable to respondduring the discus$on period, COCwill provide
follow-up to thisquedion.

What doesdDSNs andyzed the utility of the 12-hour pushpackages mean?

DSNBisreevaluatingwhere they canmove materials andthe exactitemsthat peope need
rather thansendngthe whole pushpackage in the first 12 hoursfollowing the initiation of
afederal resppnse.Asaresut of this assesaent, DSNbis slowly phasng-out sane of the
12-hour push pakages, but not dl. In addition, COC hagnultiple redundan transportation
contracts ¢ both air- andland-baseal. SO DSNBis determining the circumstancesin which
they should move away from the pushpackage to a modality that providesaust what you
needé¢

Another areaisthe issueof pedatric formulation.

That isnot a part of the DSNbreview per se, butit isnoted asanissuethat needso be
consdered.

Many of the emergencymedical products needed for pediatric populationsaren@actually

available in the SNsbut needto be developed. ASRR consitswith agroup of pediatrics
spedalistson theseissues.
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SGE DSNE shold alsolook at the extent to which we are working with other vulnerable groups
to make sure theyget the countermeasuesthey need

CcDC CDC a@reeswith the BSCmember gatement.

Division of Sate and LocalReadness(D3IR)

SGE Several ofthe DS .Rresponsesto B recammendationsmarked éconcurin prindple¢ have
now beenaddressed. Did moneymaterialize to allow DS Rto address?

CcDC No, newfundingwasnot providedto DS Rfor this purpose. DS.R etablisheda governance
board, andis using that board to define andimplement amore formal process for Public
Hedth EmergencyPreparednesqPHEPand Hosptal Preparedness Program (HPB grant
alignment and performance monitoring. DS.Rmet the intent of what the Board had
recommended in thoseinganceswhere the recanmendation is reported as having been

addressal.
SGE Canyou speakto the prioritization shift from the Targeted CapalilitiesList?
CcDC OPHMRRwound up with 15 PHIP capalilitiesand prioritized those capaliitiesinto Tier 1
and Tier 2.
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CDA.ABORATORY PREPAREEHSCIENCE AND PRACTICE

JoanneAndreads, PhD,Ct | ts®e@ior Advisorfor Laloratory Preparedness
A Provided a overview of the labaoratory portfolio that OPHRRfundsaaossthe agency
A Sharednformation on cdlaborative projectswith other federal partners
A Introducedspeakers who briefed the BS@n spedfic laboratory initiativesat CDCthat address
preparedness andrespong.

Laboratory partfolio

A Internally focused(PHIPis externally focused). NOTE: Bth the lab portfolio and PHERuppat
CDX) Mational Srategic Plnfor Public Heath Preparedness andResponse.

A Objective 4 of the National Strategic Plédvancesurveillance,epidemiology, andlaboratory
sdenceandservice pradice by integrating public hedth preparedness and responsedata
reporting /stems and procesgs, aswell asincreasng surveillance,epidemiology, andlaboratory
sdence research, equipment, modeling, and tools

A FY2012 lab portfolio funding ceiling3@&505389

Public hedth labs

A Must be ready24/7 to respad

A Federa) state, and local public health laboratoriesare part of a national network servingasthe
firstline of defenseagainstpublic against hedth threats

A Engage in activitiessuchas:
0 Invedigative & emergencyresponse
o Surveillance
0 Training andeducation
0 Appliedreseach

/ 5 $L@baatory ResponseNetwork (LRN
A Integrated naionalandinternationallaboratory network
A ordinatesrapid responsesto public hedth threats

Laboratory Portfolio

A Three areasof focus
0 Public hedth and applied reseach
o Information management
0 Laboratorydiagnostics depoyment and use

A Main objective: Sipport coordnatedinvestments thatimprove our ability to identify threats,
guide treatment, and inform public hedth action

A All-hazards approad, in support of the PHERindudes events that are natural or
environmental, chemicd, biological, radiologicd, and explosons or trauma

A Future goals: Support development of advanced (faster, broader, more informeiagrostics
including
0 Test methods that allow us to look for thousands of targets in a single test
0 Syndromebased panels
0 More openended diagnostics

Main aims/conernsfor FY 2012
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A Maintain andimprove LRN capaliity and capadty
A Develop a range of capabilities (infrastructure, workforce, and diagnostics) to identify,
chaaderize, andrespand to priority known, emerging, andunknown hedth threats
A Improve information management systemsto translate datato actionade information
A Improve methodsto report and share data electronicaly

OPHMR funding is developing next generation laboratory capabilities
A PublicHedth & Applied Reseach: 36%of lab budyet (~ $1295 million)
0 Goes toward nethodsanddiagnosicsdevelopment
0 Methodsanddiagnogics development helpsto
A Identify, chaacterize, and sequencenew strainsthat causedisea®
A Maintain andimprove methodsfor chemical agent detection in human samples
Develop nudleic add amplification-basedpublic hedth adionable assgsfor idertification
andcharacterization of high priority threat agents (e.g., F. tularengs)
A BExpand massspedrometry toxin detection methods for botulinum toxin, anthrax lethal
fador, andricin
A Labaatory Reporting and Data Excharge: 14% of lab budget $5.27 million)
0 Supportsthefollowinginitiatives
A ollaborate with the Coundl for Sate and Territorial Epidemiologists (CSE) to develop,
evaluate andendoarsestandadsfor elecronic detection and reporting of notifiable
diseases
A QontinuePublic Health Labaatory Interoperability/ Ebdronic Test Order andResut
Reporting project with the Assocgation of Public Hedth Labaatories(APH.)to aeate
seanlessconnedcivity betweenCDC andpartnering public hedth Labaatory Information
Management Systems (UMS
A Qppot seare reattime information excharge among public hedth partners through
LRN Resuts Messemger (160labs)and expand deleyment of next generation Labeatory
Information Management System Integration (LUMS)
A Agent Detect Capacity, Reagent/Supplies, and Train®@Ps of latbudget (~ $18.28 million)
0 Supports the following
A Specialized LRN technical trainipgpficiency testingequipment maintenanceand
calibration supplies exercisescoordination with federal, state, and local partners
required to maintain a 24/7 robust response capacity for biological, chemical, or
radiological health threats
A Implementation of Quality SysteRegulatiorto improve productionjnventory
management, an@ffectiveness of LRR reagents and suppoRDA 510K regulatory
submissions
A Provide centralized specimen receiving, processing and distribution services; storing and
distribute specialized reagé&nand kits to the LRN

> >

CDC collaborations with other FedéRartners

A CDCultivates cdlaboration with the Biomedical AdvancedReseach andDevelopment Authority
(BARDM Department of Homeland Security (DHS, and Department of Defense (DOD)

A Becausecodllaborations have been sumessful, weQe dedded to scde theseprojects sothat we
canidentify areaswhere we canwork together and have a more cooperative appoachrather than
goingalone

A Goals of collaboration
o Develop bioinformaticscapability
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0 Qeaefederal databasesanda shared speémen bio-bank
o Qultivate new dagnogic assgs and performance standards
0o Develop standardizedvalidation pands

Anthrax Diagnostics: Priority Gaps and Actions

Gonrad Quinn, PhD, Senior Fdlow, National Center for Immunization and Resgratory DiseasgNARD
desaibed curent work on the anthrax Diagnogic Development Strategy

Anthrax Diagnostic Development Strategy
A Alignedwith the Public Health EmergencyMedical Countermeasires Enterprise (PHBICH
Senaio-BasedAnalysis
A PHBICEBilogicsWorking Group high and medium priority anthrax dagnosticsrecommendations
o High priority: rapid assayfor the differential diagnoss of early inhdationalanthraxin
symptomatic individuals
0 Medum priority: support reseach on biologicalmarkers of agymptomatic infectionto B.
anthrads

CDCrecommendaions to addressgapsfell into two groups
A Qurrent confirmatory diagnostics
0 Methods include
A Culture of isolates
A Non-culture methods that are positive late in the course of disease
o Antimicrobial susceptibility may not be available withioliaically relevant period
A Improved dagnostics
o Goals include
A Qupportingthe ealiestdiagnoss ofinfection
Impacting effedive treatment
Helping define theexposue zone
Providinginformation to help triage of limited resaurces

> > >

CDdderntified high and medium priority needshaps

A High priority needs/gaps
0 Pre-symptomatic anthraxdiagnostics
o Deployment of rapid antimicrobial suscetibility teging (r-AST) in the LRN
0 Minimizingrisk of latent infection from resdual gores

A Medium priority needs/gaps
0 Qualifieduser accessible, higidelity, whole genome sequence database Boranthracis
o Method for collection and quantification of viable airborBe anthracispores
0 Rapid culture independent tests to confif anthracisantimicrobial susceptibility

Exposue & Pre-symptomatic Anthrax Diagnostics Program
A Involves three difference CDC National Centers
o National Center for Immunization and Respiratory Diseases ( NCIRD)
o0 National Center for Emerging and Zoonotic Infectious Dise&e&ID)
o0 National Center foEnvironmental HealthNCEBHI
A BARDAundedthru FY2013-Q1
A Designed to
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0 Sugain CDC Subject Matter Expertise in anthrax diagnogics, vacdénesand Labaatory suge
capacity
0 Provide crosstrained laboratory staff for laboratory surge capadty (NGRD-NCEID- NCEH)
0 Support development of B. anthrads exposue and pre-symptomatic anthrax point of care
andlaboratory-based diagnostic tests
o Build on Cintellecual property andacmmplishments

Additional ArithraxManagement Team labaoratory accanplishments
A Establishment of dried blood spats asa matrix for anthraxserology
A Draft laboratory diagnogtic testing priority planto guide program activities.

Laboratory Response Network Diagnostics Initiatives

Toby Merlin, MD, Director, Division of Preparedness& Emerging Infections, National Center for Emerging
and Zoontic InfectiousDisease§NCHEID), provided anintrodudionto the Labwoatory ResponseNetwork
(LRN)

LRN
A Network of membership labs
A Labsprovide highly sandadized andaccuate teging that canassst andinform public hedth or
law erforcement in their dedsions or adions
A Jarted with a focuson biological agents but has alsomovedto includechemical aents
A An endto-end test development and deployment system

0 Assay development

0 Assay performancealidation

o Proficiency testing

0 Operational diagnostic testing

LRN structure
A National Labgn=3): responsible for
0 Specialized strain characterizations
0 Select agent activity
o0 Working with highly infectious biological agents and toxins
A Reference Lab§1>150) responsible fanvestigation and/or referral of samples
0 Includespublic health, military, veterinary, agriculture, food, and water testing labs
A Sentinel Labgn~1,000s)
0 Responsible for
A Routine diagnostic services
A Ruleout diagnostic testing
A Referralstepsin specimen identificatioprocess
0 Cantest samples to determine if they should be shipped to reference or national labs for
further testing

Qurrent effortsin LRN teging (in collaboration with Department of Homeland Security) yield
A Improvedricin artigen cetection assg
A Improved F.tularends, Y. pestis and Burkhdderia spedesreaktime polymerase chin readion
(PCRassas
A Rapidantimicrobialsusceptibilitytestingfor B. anthrads and Y. pestis
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A Rrketsiaspedesreattime PR assg
A Srain repostoriesto suppat Public Hedth Actionale Assay(PHAA standads

R&D efforts

A Useatieredtechndogy appoachto pahogenidertification including the following
0 MasdgagPQR suppatsrapid multiplexed PR detedtion of up to 20 known biothreat agents)
0 Microarraytesting: usesmicroarrays for idertification and chaacterization of unknown or
emerging biothreats
o Highthroughput sequening and metagenomic andysis. uses agtancedlaboratory
ingrumentation and robust bioinformaticsto identify andcharacterize adrancedor unknown
biothreats

Qurrent LRNchdlenges
A Dedining preparednessfunding
A Techndogy dedsion points (e.g.,when/how to move from uniplexto multiplextesing)
A Inareasng needfor bioinformatics
A Surge capadty

CDC Laboratory RespongeChemical and Radiological Threat Agents

Jm Prkle, MD, PhD, Director, Division of Labaatory Siences(DLS), National Center for Environmental
Hedth (NCEM discussedhe chanicalandradiological side of alaboratory response

NCH laboratory group (~ 430 staff)

Chemical threat agents

A Goals

o Improve rapid detection, dagnods, treament andprevention of unsafe exposuesto chanical
threat agents

A Methods

0 Rapid Toxic Screddeveloped by DLS)
A Measures 150 chemicals in the blood and urine
A Requires thaise of 22 mass spectrometers and 100 people
A Chemicals included in the Rapid Toxic Screen include

1

= =4 =4

1

Nerve agents (sarin, soman, tabun, VX)

Mustards (nitrogen and sulfur) and incapacitating agents
Ricin, mycotoxins

Cyanidebased chemicals, toxic metals

Drugsof abuse

A Surge capacity
0 DLS accesses all mass spectrometry laboratories and staff
0 NCEH crosiains its staff
o0 Can expand to state Public Health Laboratories to help analyze samples

Radiological threat agents

A Coals
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o Improve rapid detection, diagnoss, treatment and prevention of unsafeexposurego
radiologi@l threat agentsby measuing as many radionuclides as possible in urine

Methods

o DLS is developing screen to rapidly measures 22 different radionuclides

0 Requires 20 instruments and 44 people

Concerns

0 Lesser: Ndear blast or a dirty bomb

0 Greater: Bisoning and dispasive devices

Challenges

0 Radionudidescome in several forms

o0 Radioactive isotopes releasipha, beta, andgammaradiation

Surge capacity

0 Surge capacity for large numbers of samplesuisently zero

o No additional capacity within DLS due to unique instrument requirements

o0 No state Laboratory Response Netwdtkdiological (LRR) exists

o Current plans are for the establishment of 10 state MRN & > 06 dzi Fdzy RAy 3 F2NJ i

pending

QUESTION& DISCUSSIONABORATORY PREPAREEIN

SGE

CDC

SGE

CDC

SGE

CDC

Liaison

To what extent are you trying to use a large databaseto be used by ahersinthe
future?

CDC built MicrobeNet, a us&rendly online database for pathogedentification which
will allow usto share our phenatypic and genotypic knowledge of our vast microbial
cdlection with the public health, medical andsdentific communitiesand allow them e/en
faster accessto information that coud leadto rapid responseo emerging infecious
diseaseproblems. We dso have the ahility to link what we®@e doingtogether with other
federal agendes. We believe in liberating data andinformation.

On the chemical sde, how sooncanyou get lab resuts back?

About 8 chemicals withird hours; everything else withir86 hours.

Canyou talk more about mass spetrometry and ufgit in toxicsidentification? How
deployable isit andisthat animportant part of the s/stem?

We needto make sure we have a good capadty. We needto have theabhility to perform
5,000 ass&s a dy andright nowwe@e at 400.Therefore it makes sese to have dedcaed
labswith mass spetrometry expertise,and once youget the lab capablity egablished
in several pacesyou canhave theselaboratoriesto runit through. Inthenext 5to 7
years,we needto have thosededicaed labs.

It was ageedthat we needto preserve the capaldity to perform microorganism cultures.

S we need to devise a system to maintain those capabhlities.We also needto
recognize that metagenomicsis the future andbegin to planfor that trangtion now.
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CDhC

CDC

SGE

CDC

I would put in a plug for improved sample collection that will enalde usto have a
preseved sample that isthere sothat you canreferenceit in the future.

Part of the COCstrategy isto stand up addtional Hoinformaticscapalility here so that
we can be more involved. And the interagency adivitieswe@e involved in are helping
ustodothat.

To what extent canwe measue degradation of public hedth lab capadty? Getting
information on whatis happenngin thefield is criticd.

There are a seriesof PHEP l[aboratory capallity measueswhich shodd besenstive to

thosechanges. The LRN hasidentified some weaknessesn their capallitiesinduding
limited radiologicallab capablity.
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CAREER EPIDEMIOL®@Y.D OFFICEBEFQPROGRANRESPONSE EXTERNAL PEER REVIEW

JohnHoran, MD, Director, CEEOProgram, OPHPRrespondedo the BSCworking group® nine (9)
recommendations¢ concuring or concuringin princple with all recommendations(see:Appendx C)

QUESTIOSI& DISCUSSIOPROGRAM RESPONSECEBO PEER REV)EW

SGE

SGE

SGE

CDhC

SGE

CDC

SGE

CDC

SGE

CDC

Bx officio:

SGE

| understandthe pradical aspeds of figuring out what CEOs do in order to define cae
competendes, but it is overly redrictive. This appoachmay bea very circular way of
defining CEFO core canpetencies that provide the states with greater service.l would
urge you not to stop therdt may be a good placeto start but not to stop there.

Thisis a wonderful program, but it@ not clearwhat it wantsto be. How do you know that
the CEOGs are in the right place, doing the right thing? The CEOs come from many
baclgrounds; there@got to be avision of what the statesneedandwhat the CEOs can
bringto bear. Thiswill help to presaibe acareer growth for the CH-FOandthenyou have a
win-win scenaio.

In gruck bythe fact that you car®offer asswanceof cortinued employment. Is this a
postion that@ conddered risky and if so, are you getting the best peope?

Yes, sane peope haveindicaed that they®e concened aboutrisk. Whether the risk is
deterring others from coming into the field, 1Gn not sure. It may bethe line of realy
good peoge is not aslongasit usedto be,but the oneswe have are top-notch.

When did this get started?

It startedin 2002very closdy related to the eventsthat occurred in the fall of 2001.

Isthisthe maximum number of CEOs in the field?

Qurrently, 32 CEOs are in the field. We have requegsfrom two statesto fill two addtional
CHE-Oposdtions.

You sdd ASRR dedined participation in cod-sharing to help sudain one ormore CEO
field postions.Canyou tell me why?

Lackof moneyin the Hosptal PreparednessProgram (HPP)

While the PHEP and HPP coopeative agreements were aligned, funding wasr® merged.
There are different authorizations for the two programs andyou have to work carefully
aroundthat.

It seemsthat one of the issuedsto enaure that CHOs are assuce@ssful aspossble in
their places. Ithink a mentoring or coachng program for the CEFOsto dealwith issues
that arisein the working placewould be hdpful.
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RESEARCH PORTFOUUDEETINTRODUCTION AND (GRXEEW

Bill Digioia, MBA MA, Assodate Director for Fhandal ResoucesOffice (FRQOPHRR, povided an
overview of the OPHMR budjet for FY 202

OPHPR receivasongressional appropriations in the formlmidget adivities
A PY012cdling $1,280,632,457
o $152million goesto other CBC Centers and Officesto suppat strategic objectives
0o OPHPR isne of the few cernterswithin CDQhat disseminates fundsto other Centers and
Offices within the Agency
o Bulk of the money funds muljiear projects originally awarded as continuatjmojects for a
specified time period.
A Twoproject review periodsper annum Reporting Period 1 and 2
0 CDBCprograms report what they are doing with the money
o0 Objectivesanddeliverablesdefined
o0 Progresstoward achevingobjectives and deliverabldasreported

OPHMR portfolio
A Projedsdividedinto the following categories (%of Total FY20120PHFRfundsper category):
0 Sate/LocalPublic Hedth Preparedness(48.8%)
Srategic National Sockpile (36.0%)
ResponséRecovery & Program Support (6.0%9
Epidemiology and Qurveillance(2.9%)
Labaatory (2.9%)
Medical Countermeasures(3.4%)

O O O O O

OPHPRundedepidemiologyand surveillanceprojects at CDC
A 19 projects (largely conduded outside of OPHPR
A Three centers/officeseceive the most fundingNational Center foEnvironmental Health
(NCEH), National Center for Emerging and Zoonotic Infectious Diseases (NCEZID), and Office of
Surveillance, Epidemiology, and Laboratory Services (OSELS)
A Projectsexamplesndude
o DataExcharge and Dashboad Platforms: web-basedsystemto join together epidemiologic
andlaboratory datain realtime and enhanceeledronic information sharing of surveillance,
outbreak, recdl, andother daa sharing
o0 BEpidemiology Tools for Resporse: developing new fundiondity in Epi-Info to quickly aeate
guedionnaresbasedon standard vocabuary from the Public Hedth Information
0 Preparedness and ResponseOperations: providing training and tools necessay for pubic
hedth professonalsto prepare andrespad effectively to nudearor radiological events
0 Preparedness Modeling: providingthe quantitative andyticalexpertiseto comprehendthe
public hedth impact of, and to forecast the effeds of interventions for a broad spectrum
of public hedth sequellaeassotated with natural and human-causeddisasters, induding
but not limited to disease otbreaks, chemicalreleases, radiological exposues,explosons,
andnatural dsagers
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(0]

(0]

Training/ Capadty Building: enhandng state and local epidemiologic capadty for public
hedth preparedness ad response byssgning COCepidemiologiststo gate andlocalhedth
depatments.

QurveillanceSystems: utilizing poisoncernter datafor reaktime national surveillance

OPHMRfunded laboratory projects at CDC
A 19 projects
A Project examples include

(0]

Agent Detection: radionudide saeening and maintenanceof laboratory capadty to detect and
chaacterize 22 priority radionudides, likely to be usedin terrorist atacks

Data Excharge: maintenanceand support in developing and promoting standard sdutionsfor
laboratory data management andexcharge

Method and Assay Development: massspedrometry toxin detection (botulism, anthrax and
ricin) to strengthendiagnoss, treatment andprevention

Reagents/ Qupplies: providing reagents, equipment and supdiesto Labaatory Response
Network (LRN laboratories

Training: support of existing and new LRN protocds (maintaining bioterrorismagent detection
proficiency)

OPHPRundedMedical Gountermeasuresprojectsat CDC
A 19 projects
A Project examples include

(0]

(0]

(0]

(0]

Development of Informational Resources: quick referencecardsfor hazardousagents
genericdly referredto asNon-Traditional Agents

Sakeholder Participation and Priority Setting: Gordination with partner agendessuchas
FDAin hedthcare delivery and adversedrug event (ADB monitoring

Achieving Regulation Compliance ensuringthat the recdpt, storage, deployment and
utilization of all current and future SNS-stockpiled invegigationalmedical courtermeasiresfor
CBR and aher public hedth threat agents comply with FDA regulations (Code of Feceral
RegulationsTitle 21)

Vacdnes maintenanceand storage of smallpoxtherapeuicsandensuing a continuous
manufacturing capallity allowingfor asurge capacity if needed

FY2013funding allocaion process
A OPHPR is currentdiciting new projecs from the CDCcommunity that addressanyone of 39

initiativesthat align with Ot | ts@&<%rategic plan ohjedives

QUESTION& DISCUSSIORESEARCH PORTFOIIDGEY

SGE

CDC

What will Ot | tsw¥2013budget look like if there@ a continuingresdution, andwhat
does sequestration do to the office?

If there@ a continuing resdution (CR, CDC programs can spend funds equivalent to the
amount they hadspenthistoricdly duringthe previousyear. We look at what was
obligatedin the previousyearandthat@what we will have to operate with under theCRIf
sequedtration occus, all bets are off in relationship to this. We will have to go backto the
budgetreduction amountdeterminewhere we cansugain the cuts, andgo fromthere.
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SGE

CDC

CDC

SGE

CDC

S there will beatarget for the office?

Sequedtration is applied at the budget authority level. S there® same latitude but only
within thoselines.We used to have very broad budget authority, but nowthere@not a
lot of latitude.

OPHMR doesget significant dollars, but our current budget is about two- thirds of what it
was a decadeago. By the time you do the slice and dce,there@not alot that goesto
the locallevel, andwe know what thoseimpads are. The other thing that@ gone is the
evidence basefor the public hedth preparednessprogram. There are no addtional
dollars for reseachandlearning centers. Over half the moneyreceived byour office goes
out to other programs. We would like to make sure we retain thisfunding approach
going into 2013. Preserving thosedollars for state andlocds is extremely important. We
try to be strategic in where we make the cuts so it@ not sice and dice aaoss the
budget. We try to be aeaive whenlooking at project coss andcost-savings sothere is
minimal impact.

The last setof tables ofinitiativesthat dign with OPHRR $rategic oljectives -- talk about
how that was put together and where doesthat cane from?

These initiatives were defined by workgrou@DC an@®PHPRtakehalders came up
with theseinitiatives.CDC programs will be able to proposeprojedsthat addressspedfic
initiatives. After all project proposds come to OPHPRand are reviewed and scaed,
dedsionsare madeon whichto fund.
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ANTHRAMANAGEMENT TEAM AEIMES

TraceeTreadwell, RN DVM, MPH Assogate Direcor for Infectious Disease PreparednessNational Center
for BEmerging and Zoontc InfeciousDiseasegNCHEID), provided anintrodudion to the activities of
/ 5 ¢ d@engy-wide Anthrax Management Team

AnthraxManagementfeam (AMT)
A Addessesa broadrange of topicsinduding

(0]
(0]
(0]
(0]

Surveillance

Epidemiology

Qutbreak responseand cortrol

Identification and charaderization of organisms

A Created to prioritize government activities to addresghrax threats and increase downstream
impact of medical countermeasurelated activities

0 2001: interest in anthrax peaked; interest has been increasing over-Agears
o Limited staffing and resources currently available
A Goals
o Coordinate, integrateand prioritize activities
o Improve external engagement and visibility of issues
o Utilize resources efficiently
o Improve tracking and followhrough of the activities

A Structure
0 Agengy-wide effort
0 AMT has been structuret addressthe 12 functionsdescibedin the AMT organizational

chat (seeHgure)

A Achievable priorities

(0]

Identified by AMT, agreed upon by senior CDC leadership, reviewed and approved by CDC
Director

0 Spend plan for priorities submitted to OPHPR

7, Communications (NCEZID, OPHPR)

A M T / 7 Environmental (NCEZID/NIOSH)

Organizational
Chart

Epidemiology (NCEZID/OSELS)
Food/Water Safety (NCEZID)

Healthcare Delivery (OPHPR)

Leadership Team Laboratory
(NCEZID/OPHPR) X " (NCEZID/OSELS/NCEH/NCIRD/OPHPR,

Maternal Health
(NCCDPHP)
Persons per CIO =
Medical Countermeasures

NCEZID- 67 s (NCEZID/OPHPR)
OPHPR- 19

NCIRD - 5
NIOSH-6
NCEH-2 3
OSELS -3 N N Surveillance (VCEZID/OSELS)
0CO0-5

OD-1 \ Vaccine (NCIRD)
Total - 108

Regulatory Affairs (NCEZID)

Worker Safety (NM/OSH, OSEH)
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AMT (continued)
A Activities
o Consolidation ofriformation about anthrax in one place on the CDC website
0 Several meetings around medical counermeasires concerning treatment oéxposed
populations
0 Worker health andsafety: update hedth guidancedoaumentsfor workersinvolved in
conducting environmentalsampling
A Challenges
o0 Gaps in the science
0 Lack of establishedprocesgs
0 FEoding LRN laboratory capablity and capadty
A Needs
0 Better coordination and integration of anthrax activities
o ldentified and redirected resources and personnel
o Enterprisewide commitmentand engagement for critical studies to inform public health
policies and clinical utilization above and beyond what is needed for an Emergency Use
Authorization (EUA) or licensure
o FDA commitment to address regulatory scientific challenges

Approaches tdPrioritize Use of Anthrax Vaccine

Ray Srikas, MD, MPH Educaion Team Led, National Center for Immunization and Respratory Disease,
reported on effortsto define approachego prioritize useof AnthraxVacdne Absarbed

AnthraxVacane Absarbed (AVA

A Marketed asBioThrax

A Only licensedanthraxvacdne for usein the United Sates

A Licensedfor personsaged 18-65 years of age for pre-exposure use as aseries offive-
intramuscularinjections
0 Use of AVA in ages <18 or >65 not approved

A For pos-exposue prophylaxis (PEF. COCrecanmends 60days of antimicrobialsin combination
with 3 subaitaneaus dosesof AVA
o0 PEPRuseof AVAnot approved

Current work with FDA
A AVA use as an Investigational New Drug (IND) for PEP in adults and childreraésoevent)
A IND forPEP in children during mass event (fiesearch and research)
A Emergency Use Authorization (EUA) for PEP in adults in an event

Wide-areaaerosolexposue event

Refersto alarge outdoor aerosolattack

Potential to expose hundreds of thousandsof people to anthrax spares

Primary and seconday aerosols may occur

Risk of spare inhaation better understood for primary aerosdization, compared to re-
aerosdization

Primary interventions(e.g.,administrative andengineering cortrols): effective waysto limit
responderexposure, protecthealth

Do Po Do Do Do
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Vacdne distribution/administration focused on pog-event AVAprioritizationin the case of wide-area
anthrax aeosolattack

A

AVAsupgiesmay be insuficient to protect the entire potentially-exposedpopulation in wide-area
anthrax agosol dtack

Policy for pst-exposure prophylaxisAVA useafter awide-areaanthrax agosolatt ack

A
A

A

Sbject to charge when (or if) newinformation becomesavailable

Coordinated withlGuidance for protecting responders' health during the first week following a

wide-area aerosol anthrax attack

Summer 2011first draft of PEP AVA upelicy

o Eleven subjeatnatter experts reviewed guidance, provided input

o Public focus groups held to validate whether guidamakessense

o0 Briefings within CDC andth other federal partners have been planned

Next stepsand anticipated timeline

o AprikMay 2012Finish meetings ith focus groupsnd reviewfocus group work

o Junelduly 2012Reassessand nmeet with steering groupexperts

o Fall 2012Fnalize findingsfederal review, policy guidance approval

0 2013: Develop implementation guidance with partners

Policy document assumptis

o0 Limited amount of AVA will be available pestent

o +I OOAY L GA2Y o-208)spodedeBtA Yy dzy GAf T

o Directed toward Federal, State, and local health and emergency management officials
Policy does not consider

0 Longterm exposure risks to anthraerosols (> 6 months)

Prioritization for antibiotics

Specific worker safety requirements (e.g., personal protective equipment [PPE])
Policy decisions regardimge-event AVA vaccination

How to operationalize or implement the plan

O O OO

Important prioritizationprinciples

A
A

Primary aerosdization posesa greater risk thanseconday aaosdization
Responde categoriesbasedon adivity andnot by job title

Prioritization schemedesigned to telivho shoud receive vacdnation post exposue

A

A

A

TIER 1

o Individuals withpotential exposure to primary aerosols of B. anthracis during the initial release

o0 Category 1 responders (i.e., forensic investigators, environmental remediation)

TIER 2

o Individuals without exposure to primary aerosolsBofanthraciBUT at potential ristor
exposure to secondary aerosolsiBfanthracis

o0 NonCategory 1 responders and laboratorians without exposure to primary aerosBls of
anthracis

TIER 3

o Individuals traveling through affected areas

o Individuals living in areas bordering affected areas

Focusgroups (20 groups each containing 7 to 9 peogple

A
A
A

Input soughtfrom the publicon prioritizaion criteriaandrecommendations
To be comprisedof members of thegeneral pubic, first respondes, pubdic hedth workers
Being held in two cities: Seattle and oather (o be determined
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Additionalvacdne teamactivities
A Developingvacdnation ards
A Pediatric pog-exposue prophylaxs protocds
A Qontinuing discus®ns with FDA regardingroute of vaccine administrationand dosingschedue

Anthrax Management Team (AMT) Communication Activities

JohnOQdnnor, MS,Assodate Director for Communications Sience,National Genter for Emerging and
Zoorotic Infectious Diseass, reported on the AMTQ communicaionsactivities

AMT Gommunicaions Team identified
A CcDCcommunicationsgapsrelated to the releaseof weaporized anthrax
A Needfor consstent, up-to-date information that people caneasly find at a single webste (CDC
AnthraxInformation Pagg
A Need foroff-the-shelf communications products to be used immediately after an anthrax atack

Dual phase plan foaddressingcommunication gaps, focusing on risk communication
A EARLYHASE
o Communication productdirected at thegeneralpublic
o Focusing on first 72 hours pcaattack
0 Sample messagingvery daycourts, get treatment, stay alive
A LATE PHASE
o Communication products for other audiences (e.g., healthcare providers)
o Focusing on 72 hours and later

Communication-specific gods
A Maintain credibility and public trust
o0 Provide regular timely, acarrate, acesgble, consgstent andcomprehensve information
o Avoid specuation and conjecture
o Dispelrumors, misinformation and misperceptions ASAP
A Idertify, train, andusehighlycredible spokespersons

A Useall available channés of communicaionsto ensue accesibility and availability in languages

otherthan English

Results of a national survey conducted to help inform messaging (3,698 respondents)

A Is inhalational anthrax @fé-threateningdiseas@: >50%mdid not know orwere not sure if
inhalational anthraxis life-threatening

A Can inhalational anthrax be passed from one person to another?
0 37%of respondents knew that anthraxis not a contagious disease
0 ~50%were unsue
0 14%thought inhalational anthrax is contagious

A Would you comply with treatment?

0 ~84%o0f respondents agreed to take antibioticsfor a full60 days if prescribed by a physician

A Ifinstructed to stay in place, would you do so?
0 Only~27%of respondentssad they would stay in a community contaminated by
anthrax if officialstold them to stay there; suggestshat messaging is needed fordividuals
evacuatingas well as those staying in place
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Under development:wo CDC mathraxwebdtes
A Website 1 Day-to-day COCwebste with congstent, up-to-date information about anthrax
A Website 2 Activationready site for useonly if an attack occus

0 Toindude information that peope need to know to survive

0 Senaio-spedficinformation canbe addedwhen available

A Timeline forwebsite completion

o FY 2012

> > > > >

Mar: Vet website designs with AMT leadership and CIOs
Apr-May: Build out both websites

May: Test and review websites

JunJul: Finalize designs and content for websites, vet with AMT
Aug: Clear content

Sep: Launch dap-daywebsite; dark site ready when needed

o FY 2013

A

Update with new guidance and communications materials

Additional communication steps
A Producing videos (at the request of the AMT) for use during a response
A Teding anthraxmessagesand materials with variousaudences
A Work with partners and stakehdders
A Mediatraining

Questionsfor the BSC
A Are thesekey messagesappropriate duringandevent?
A Arethere things we®@e missng?
A Do the keymessigesmake sense?

QUESTIONS AND DISSIZBNANTHRAX MANAGEMENEAMACTIVITIBES

BSC

CDC

BSC

I know there was a very well publicized exercise, in 2001, focusedon anallpox, andits
finding wasthat we@e not prepared. How are we using pastlessondearned?To what
extent are you working with lawyers and dhicists to find out if peope redst care andor if
they don@want couriermeasires?Are you working with thoseindividuals?

A lot of exerciseshave occurred. One of the first things we did wasto review &fter
action reports. We foundthat many ofthe AMT-relevant priorities are not unique to an
anthrax event regponse.The AMT is alsotryingto leverage what our colleaguesin
influenza are ddng. Some preparednessandrespnseprocessesre not spedficto a
diseaseandwe@e looking to see how we canusethosemore globally. That is alsothe
same for communicationsg to try to learn aboutwhat worked and ddn®@work. We have
had several ethicists review the guidancedraft and have gathered their input. We®e
working regularly with our general counsebnd P ! s@uidancecoundl on what can be put
into aguidance docment. We cananticipate some of the issuesWe want to first figure
out what are the barriers, sowe are in the early stagesof this process.

If itQ a wide-spread release, no matter how robust the respase, you car® get
everyonethrough the s/stem at once. S it goesbeyond canmunication. How dowe
summon people? Do we do it alphabeicdly orby zip codeor eye colo? And those
guestionsneedto be look at with ethicistsaswell.
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CDhC

Liaison:

CDC

Bx Officio:

CDC

CDC:

Ex Officio

BSC

Liaison:

CDC

Liaison:

Liaison:

CDC

That isvery dependent uporthe jurisdiction andwhat the mass prophylaxs campaign is.
Eachjurisdiction hassome specal congderations,and sotheyneedto make some
dedsionson how they danto operate basedon those. There is no homogenoussdution. It
depend2y St OK AYRAGARdzFf &adrasSQa LI IFyao

S maybe there shoud be a sharing of best pradices.

Good point. We have tried to promote the sharing of best practicesand will help
fadlitate that. We operate several listservs.We have some large scde and regional
summits where folks are brought together andwe coud use those for dissaminating
best practices.You are also sgingthat we needa backup plan. If so,who should
fadlitate that?

The DOD hasbeenvery good about stepping up to the plate and offering their
resourcesThere@ discussion®n expandingthe USPostalService model. There
is a lot of innovation out there and a number of exercisesgoing on.

The dispensng cycle is the hardest piece of this to make work. There are somany
different modalities.WeQe created sane patnershipswith sane non-traditional patners
to assesshis.

S we needto consder multiple strategiesto address dispensng?

We try to make theseguidelinesvery static and they®@e not. [t@ not onesize fitsall. There
are alot of moving parts, andit cortinuesto evolve.

Are all the critical peope involved in the proces? You coud try different models andsee
if theywork. Doing that might revealindividualswho are being left out. Or you coud
supaimposeyour model over the top of an already used model and seewhere the
outliers are or what is notbeing induded.

By the time this prioritization is released,will the pediatric issueshave beenresdved?

There® ageement that if children have had exposure we recommendthe useof the
vacane. We heard from individuas who provide vacdne thatthe word dinvegtigationalé
makes peope think that you®e usingtheir children to test the vacdne. The LRN staff will
be recanmended for pre- exposue vacdnation. COC hasbegun to survey the staff to
seeif they would like it. Vacanation is voluntary.

You talked about a video and 1@ thinking about the distribution model. The messaging
and the way you distribute become complicaed whenlookingat howto message for
childrenandadult.

| didn@ hear anything about laboratory testing and | think that@ an area where we
needto manage the public@ expedation.

WeQ &ddit to the communication products, indudingfact shets.
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BSC

CDC

BSC

Liaison:

CDhC

BSC

CDC

BSC

CDC

| didn®@ hear about getting input from first respanders in the focusgroups. | know that in
some of the danningwe were dang,we raninto sane unexpeded respongs from first
respondes.

We did meet last week with first respondes; weQ tlo more of that goingforward.

You shoud explore having corversaions with Google and other search erginesthat if
an event happenstheyflip a switch sothat anthrax information would be thefirst thingto
populate in the search.

Atemplate for state andlocal halth depatments andtemplates for nongovernmental
groups shoud be accesible for pressreleas. And canyou elaborate onthevacdne
cad?

It is part of the toolkit. We®@e guessng a little bit on what the scerario would belike.
For example, if a person moves from one place to another, they need to have access to
that information because each locale is not homogeneous in their processes.

Physiciansandhosgtal canmunitiesalso need messagin@heyneed information in a way
thatisuseabe to them.

As guidance is being recanmended, we have accessto membersin AmericanCollege
of Obgtetricsand Gynecdogy (ACOG) to hdp develop communication materialsfor their
congtituengy.

Communicaionshave to be multifaceted.

We@e working on a couple of different levels right now. If an event were to ocar today,
there@ agroup that getsadivated. Theywill provide canmunicationson a variety of
fronts. They chek on variousmedia ouletsto seewhere there are inconsstendesand
theyaddressthose miscanmunications. There isno one easyway to communicae.

PUBLIC COMMENT PER(DAY1)

No public comments were made.
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STRATEGIC NATIONADGKPILENOVEIAPPROACHES TO ANRAIl DELIVERY

Anita Patel, PharmD, MS Division of Srategic National Sockpile (DSNSOPHPR, reportedon/ 5 sw@rkto
evaluate different strategiesfor distribution of antivirals during aninfluenza pandemic or asimilar scenaio

Timely antiviral treament during an influernza pandemic

A
A
A

Dependson successt every step

DSNSwvantedto evaluate possible process improvements

In the 2009 HIN1 pandamic, commercial suppy of antivirals wasadequate but state andlocal
hedth depatmentsreported challenges

o Phnningasaimptionsdid not matchreality of the actuapandemic

Laded visibility of commercial supgy chan andstate/localstores of antivirals

Pediatric formulation temporarily unavailable at peak

O0oté shortagesreported

Lack oftandardizedtrackingmethods

Saffingissuegin some states) impaded ahility to distribute anddispenseartivirals

O O O OO

Question: Carmveryday systemsbe usedto effedively distribute and dspenseartivirals during a
pandemic?

A

A

Three large distributors distribute 90-95%of all pharmaceticdsin the US

o Deliveryoptions next-day, same-dayor emergency

0 Expertise meeting demand, ordering, forecasting, inventorymanagement, tracking,
distribution

~60,000 pharmadesin the United Sates

o Pharmaceuticals arheir core business

0 Accessible with convenient hours

Pharmacists

o Highly trusted

o Can identify high risk patients

0 Expertise in medication distribution, dispensing, tracking, monitoring, patient counseling
~93%of Americanscurrently live within 5 milesof aretail pharmacy

DSNSAntiviral Dispensng Project

Do Do

May 2011through August 2012

Key partners: ASTHO, NACCB), AmericanPharmadsts Assodation, National Assodation of Chain

Drug Sores, National Community Pharmacists Assodation, and Rx Response

Goal: improve availability of and accessto antiviralsduringaninfluenza pandemic

Key activities

o0 Explore feasibility, acceptability, cost, and impact of leveraging existing systems by sending
SNS antivirals to pharmaceutical distributors and pharmaciestabute and dispense

o0 Develop processedo align with usualcommercial system practices(invertory cortrol,
pharmacyordering, tracking, hilling)

o0 Explore innovative finanang mecharisms, e.g., how dispensng fees could be coveredfor
uninsured/underinsured

Key areasfor invegigation
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(0]

O O oo

(0]

What is the right proportion of antivirals that DSNS should sent to state health

departments and what proportion to distributors?

What should be the triggers for release@BNStockpiles?

How doesdDSNDest leverage the inherent strengths of its key partners?

How should state/locally stockpiled antivirals be used?

P LILINBLINR I G S RA&GNRKOGdzii A 2 ¥ -capitalDemérabas8d? Mixed t NRA Y S
model?

FinancingHow does the US@ssue that cost/ payment is not a barrier

A successfulleernative antiviral drug distribution plamust

Do Do Do o Po P

Be feasble

Addresslegal barriers,commercial patner interes, retail pharmacy throughput/simulations, and
reachto non-pharmacylocaions

Meet the needsof uninsured

Have the ahility to track assets

Support costandysis

Be acceped by public hedth, distributors, pharmacy eecutives, phamadsts, poviders,andthe

public

QUESTION& DISCUSSIOf$NS NOVEL APPROACHESARTIVIRAL DELIVBRY

BEx Officio:

CDC

BSC

Liaison:

BSC

CDC

How do you track who pays for what?

Userscoud be charged a dispensng fee.But Who shoud pick up that chargS Kiga
concean and anissuewe®e tryingto address.

Texasusedthis model, andthe state contracted with the pharmacy. Physicians identified
patients asuninsued or insured to determinewhich stockpile wasused.

Tracking was the biggest issue. Adifferent Medicad number wasto be usedfor antivirals
that came from the stockpile. My conce'n waspeope caning by and getting medication
over and over again. But it worked very well in Virginia.

I am a little concened with the processmodel that indicates that state or localhedth
depatmentswould be respongble for providing artivirals to the uninsured. Thisisn®
prophylaxis. Thisisfilling physician presaiptions. LHDsare not equippedto do this
efficiently.

We did some modeling with Gornell University invegdigators based on adusted
epidemiological egimatesderived from 4 previouspandeamic scengos. The goal was to
maximize the percent of dinicdly ill peopge who canget their antiviral presaiption filled
at a pharmacy duing a pandenic. We were looking at flu epidemiology to help predict
triggers for releaseof federal assets. Wewanted to minimize stock outs at store levels by
optimizinginventory in the supgy chain.

We hopethat this model will allow usto egimate the approximate burn rate of antivirals
distributed through commercial systems in relation to epidemiologicaldata. We are
tryingto establishhow many partners we want in order to determine how many
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BSC:

CDhC

BSC

BSC

CDC

BSC

CDC

Liaison:

BSC

distributors/ pharmadesare needed andtheimpact of onevs. multiple commercial
partnerships.

The pharmacy $mulationsare being donein collaboration with ASTHO, National

Assodgation of Chain Drug Sores(NACDY and National Assogation of Community
Pharmadsts (NACP. The focusof the smulationsisto examine throughput and surge
capablitiesof average phamades. The independent pharmacy simulation occured in
March2012,sowe have some information. The large scde smulation will be in June2012
The simulations look at dispensing under traditional pharmacy practice principles. The
pharmacy will operate at surge levels and this will mirror the normal prescription
environment. We are looking to captutcketails on prescriptions filled and patients served
concentrating particularly on: quantity, accuracy, time, and quality of care.

The simulation will identify bottleneds in dispensng and provide potential sdutions.

It isabsdutely aiticalthat we have assetvisibility, be able to pull andmanageth e data,
and be alke to determine the appopriate level ofinformation sharingfor partners.

How are you workingwith vulnerable populations (e.gthe dderly, disabledy

We found that many of those individuas have already partnered with phamades
that deliver to them. We assume that thosepharmacieswill gill be dfering that asa
service.But if that changes, we will needto look at that.

I would suggest that we don® completely assume busnessasusud.

Have pu simulated a senario that required use of surge capadty?

From a dstribution standpaint, it@ not a poblem. Fom a ptarmacy pogtion, it depends
on how much they can hande. We®@e simulating an dternative supgdy chan sdution. It
doesrtry to modelthe existing phamaceutical supdy chan proces. Realoperations
have not been apgied here.

I concerned that you may be comparing appes to oranges in these gstems.

| think it is applesand oranges. We would not compare what we@e doing hee to that of
an anthrax responseWe believe we have the capablity andwe shoud leverage that.
However, we may need to recongle our outcome measues.

I think we shoud usethe commercial supfy chan to get thingsto peope. Theillugration
indicaingthat hedth depatmentswould dispenseo undeserved andtribal ndion
populationsandto thoseattending public hedth clinics doesnot representall the
dispensgng locations.Also, how doyou avoid the pulblic hedth system competingwith the
commercial suppy chan? Ithink that@ an important issue.Public hedth is there to
serve underserved populations.

And | dor®@think we [public hedth] shoud [serve the undeserved popuations]because
we might exaceabate the problem. 1would say séing up atwo-tiered system may make
things worse.
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BSC

CDC

BSC

CDC

BSC

CDC

BSC

CDhC

BSC

BSC

CDC

The system hasto be customized for eachjurisdction. There are some hedth
depatments that do provide servicesto the poor and uninsured, andothers have
community hedth locaions.

We also need to take into account the learning curve of the pharmacy gaff. We need
to brief thempre-pandemic sotheywill be more prepared.

What about dlergies?
As part of the simulation we induded individuals with aghma andchronic obgructive
pulmonary dsease.The phamacywasaware of the preexisting condition and 3 out of 4 of

thoseindividuas were properlyidertified

And the pharmacyshoud be a secondry check point.

Regarding the disaled and vulnerable popuations, we®@e looking at faith-based
community aswell asother key patnersto assst with that. We are also testing the
willingness of others to go out and get the prescriptions for th@here® high
acceptahility from the statesto send saneoneout to gather their prescriptions.

The assimptionisthat everyone will see a piisicianto get a presaiption?

Yes,and we@e also thinking of a nursetriage line. If peope qualify for a presaiption, that
prescription will be cdled into the pharmacy.

There® a shartage of pharmadsts; so in a surge, 1@ not sure if they®e the wayto go.
You don®@anticipate changesin antiviral threshdds?

We coud seesame adjusments and charges. You will seea maximum onthe throughput
end. Sdability of themodelisthere.

| 5Wh! wh 5!
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DAY 2

CDE NATIONAL HEALTHCSRITY PREPAREDNESEX

Yoon Miller, Hedth Sientist, Office of Policy, Planning, and BEvaluation, OPHHR provided anintrodudion
to/ 5 gNationalHedth Security Preparednesdndex(NHSPIproject

Measuring preparedness

Shce 2001, manydifferent benchmarks employed to measure preparedness

No camposte represertation of preparednesscapallities acossthe pulic hedth spe¢rum
currently exists

Over the pastdecade, significant resouces have beeninveged in developing andstrengthening the
national hedth seaurity infrastructure

Current measurementeeds

o0 Quartify preparedness at state andlocallevels

o Evaluate/quantifyprogress

o Estimate return on invegment for preparing and proteding domestichedth secuity

> D Do)

NationalHedth Security Preparednessindex(NHSP is designed to
A ldentify best practices
A Identify gaps (to provide opportunities for improvement)
A Raise awareness of nex¢neration trends (to allow more effective response to emerging threats)
A Support evidencédased decisions
A Provide guidance on how to build/strengthen preparedness

NHSPhot designed to be used punitively

NHSPI
A Developed by ASTHO under cooperatggeement with CDC
A Project team structure being used to design and launch NHSPI
A Scope
o Make use of already established, relevant and applicable metrics
o Designed to create new metrics only where gaps exist
o To include viewpoints and feedback from the broageparedness community
A Mission
o0 Present an accurate portrayal of public health and health system preparedness
o Provide relevant, actionable information to drive decisioaking and continuous improvement
of national health security
A Structure
0 Steeringcommittee (16 members; supported by CDC and ASTHO)
A Provide guidance, direction, and assistance in decisiaking
A Protect integrity oforoject charter, mission, vision
o Governance workgroup
A Serves the Steering committee
A Advises the steering committee on roajdecisions
0 Model Design and Stakeholder Communications
A Are under the Governance workgroup
o Invited obseners. healthcare system orienteiddividualsand organizations
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NHSPIYear 1 Project Plan
A Four phases: kickoff and requirements; dedgn; test; andlaunch
A Undereachphase several ativitiesscheduied to occur
A Kickoff (March 8, 2012) included the following activities

o

o
o
o
o

o
o

Misdon statement aeated andadopted
Purposeof NHSPdefined alongfive dimengons
Chairsandmembers seated for al workgroups

Invited observersinvited to represent key stakeholders sothey canshadbw process
Reseach agendaestablished¢ Association of Schools of Public Health (ASPH) and Preparedness
and Emergency Response Research Center (PERRC) principal investigators participating in two

topic areas
Public website for project under development by ASTHO
List of potential Indexmeasuesgenerated and compiled

National Health Security Preparedness Index Stakeholder Feedback

JanesBlumengock, MA, Chief Program Officer, Public Hedth Practice, ASTHO, sevesasASTHOQ project
director andreported oninitial sakehdderfeedback regardingthe NHSPproject

2012 Public Health Preparedness SumimNiiSPItakeholder feedback
A Frstopportunity to get feedback on NHSPfrom the practice community
A Overall reaction: very guarded support
A Two primaryconcensfrom state andlocd public health

o

a 2ill this be usegunitivelyK €

o adthere an actualneedfor NHSPtonsgdering the development of measuresfor the 15 public

hedth prepaednesscapabilitiesand PHEPHRP Grant Alignment?€

A Additionalthoughts/commentstoncerngquestions

0]
0]

O O O oo

How will NHSPprovidebenefit in deding with policy and strategy issue®

Wouldy Q have\béen better tdhave donethis two years ag®ls this really the right time to

advance a new public health emergency preparedness metric?

First decide what will be measured, therove on to how to measure
Will this mean more work for public health program directors?

How much do traditional public health activities incorporate NHSPI elements?
Need to use a scientific method to determine what questions are most important
Need to inalide aspects of healthcare system preparedness, especially with HPP/PHEP

alignment coming up
NHSPI cannot be a freestanding, isolated entity

A There are other efforts underway, like Project Public Health Ready and the Public Health
Accreditation procesg arethese efforts independent of one another or do they support

and feed into each other?

How will unintended consequences arising from use of NHSPI be mitigated/managed?
Should NHSPI report a single numerical value for each state, or is it more worthwinéatko

out each component that goes into the Index? Or both?

La AdG I LIINBLINAFGS 62N S90Sy LlaarofsSo (2

variabilityin state size, population density, hornele issues, etc.?

bl {tL a26ySNBKALX

A Who wil manage, maintain, distribute?

A Who owns NHSPI will affect level of respect and imgaeinto the Index
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NHSIPworkgroup kraingorming exerciseto develop measures for the index model
A Generated 218unique respones that fell into seven different themescategories

GCommunication/ Goordination w/ partners
Workforce

Public Communicaion/Outreach
Qirveillance

Labaatory Capadgty

Responsereadness

Fundng

NogakowdE

Four questionsfor the BSC

Do Do Do D

Are the top categoriesof suggesed Indexmeasureswhat you expeaed?

Are anyimportant measuresmissng from thislist?

Should prepaednessmeasues for the Index focus on capadties (structure, as®ts, resouces) or
on capallities(processes, opeations, performance) or bah?

Are there anyoutcome measuesof prepaednessthat can'should be usedin the Index?

Page31of 70



Board of Scientific Counselors Meeting Summary Report May 1-2, 2012

QUESTION& DISCUSSIOICDES NATIONAL HEALTHCSRITY PREPAREDNESE Y

CDC

Liaison:

BSC

BSC

BSC

Ex Officio:

Liaison:

BSC

Liaison:

Liaison:

BSC

Liaison:

BSC

The Indexwill not be everything for everybody. We planto bring a better evidencebaseto
our monitoring of preparedness thanthere is currently outthere.

Some of the feedbak we recdved is that people are supportive of thiseffort and
getting it right, but there are others who are worn out. They have beenevaluated for the
last 10 years, andit hascausedmore harm than help. So, for ASJHO, our biggest chdlenge
is to be respectful of that andto help statesunderstandthat if we do thisright, it will be
the besteffort to date. It will be better than Trust for America@ Health (TFAH).

It is critical that we document what the preparednessmoneyis buying us andwhat impact
it is having orour effectiveness.

It seans one of the critical issuesrelated to the index is a crosswalk between the
caegories you®e talking about and how they tie into what pubic hedth saysit doeson a
day-to-day bass. We also want to make sue that the indexisreflecingthe competencies
weQe identified.

I want to make sure you take into accountthe needfor closenesswith the legal depatment
aroundthisissue. It shodd not beignored.

There was discusgn of whether this would come down to a single naionalindex.
Will that still happen?

Indexmeasueswill be state-spedfic but we also have to help our federal partners. We®e
hearing that we needto look beyond state andlocalsystemg/j urisdctions. Cthers sayto
also evaluate the federal in addtion to state andlocal. SO we needto dedde where we
draw the line onthat.

Make sure you®e getting the size correct.
And we heard that one-size doesnot fit all. SO we do have to wresle with that notion.

| think it@important not to losethe policy focus.Some of the things | sawwere very
operations-focused.

We@e looking to the Model Desgn Workgroup to assst with that.
And we needto make the point thatit@not just operationd.

| wasinitially skepticalandhad similar concens but with more discussn foundthat it
would be a very valuable tool. We head someonefrom the White Housesaythat theyQe
gotten questions about whether we®e through with preparednessand shoudn® we be
done with it. And we needto do a better job of explaining this to OMB and Congress.
We needto make it sharper and not punitive. TFAH is doing what they@e dang to be
proponerts of public hedth. NHSPWill help us get the resoucesfor things that are not
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Bx Officio:

Liaison:

BSC

CDC

BSC

BSC

Liaison:

BSC

BSC

Ex Officio:

CDC

currently performing well. There is also sane talk of adding hedthcare measuementsinto
this down the road but right now we®@e focusedon public heath.

We want to make sure the hedthcae system is an integral part of this. There is also
going to be a National PreparednessReport. WeQe pushedo make it clearthatthisisa
first report and things may chame in the future. The report is not ided, but it will be
there every year. It is desciptive andbased on the gate preparednessreport provided by
emergencymanagement.

Some states had great input and others none. S next year we want to fix that and have
more front-endinput.

Are we making effortsto get the story out there on aroutine badsto let people knowthe
effect of budget cut8 It doesn®seem like weQeNdllingthat story and fightingback. Why
isn@that a priority for CBC and public policy?

Wetryto reachto the mediaall the time to corvey the consejuencesthat these cuts will
cause,but unfortunately it@ not as sexy as some of the ather stories. This projectisan
effort to relay to the public what is happeing or not happening.

There needsto be clarity of vision becausethe data does not tell the canplete dory. If
thisis aboutproviding state andlocds with the knowledge that they need to have, then
clarity of misson is necessay.

The Trust made a shift from aranking of the statesto a desciption of the deterioration of
the public hedth system and indicated that this was no time for the government to stop
supporting preparednessactivities.Onanather note, | seepreparednessandresponsebut |
don®seemuch here in the index related to recovery andresliency, which are often ignored
in prepaednes.

| think recovery andresliencecanbe more chalenging.
Mitigation isalsonot dear.

I don@ know if thisis a goodtime to stick your headup. The Prevention andPublic Health
Trust Fundmay be viewed by some asa ¢sldza Kuéd. | alsothink we have to convincethe
field of public hedth itsdf of what the moneyis purchasing andwhat the indexwill do.

[t& no longer enough to say my congituents warnt it. Congress needsthesereportsto
justify why they are suppating programs. Trust for America@ Hedth has leenthe best we
canoffer right now, so Ithink the Indexwill give you a chanceto influencededsion makers.
Otherwisethe hamorrhaging will cortinue. Anything you cando to make this beter will be
helpful. You@e not alone in this. Other federal agencies like FEMA ae dso experiendng
this. Don@underegimate power. FAnd those adocaesand provide themwith the right
toolsand theycanpushthis.

| agee.lt isincumbent on all of us, not just DG to corvey the role of pubic hedth. Also,
with the indexwe needthree to five clear measuesthat get right to the point.
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BSC People working on the index are trying to do this with minimal burden.We need to

find a place where this index will be trusted by the feds and locals, so ownership needs
to be given significant thought and input from the community.

BSC | think the real issue[for some jurisdctions] is being measured poorly. People suppat
being measuwed well. If there@alot of courting stuff that doesr®@truly showyour true
effedivenessjt canbe adeterrent.

Liaison: We hope there will be a measued systematic approach going forward. Thank you to
thosethat have beenengaged to date and we look forward to getting more feedback.
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UPDATES FROM LIAISRBEPRESENTATIVES

Assodation of Public Health Laloratories (APH.)
A ABSENT

Assodations of Schods of Public Heath (ASPH)
A ABSENT

Assodation of Sate & Territorial Health Officials (ASTHO)

A Nurse triage lines
0 We aelookingat creating a national network of nursetriage linesto handle the surge that may
occurto get antivirals into the community
0 We are developing a conceptual modelfor that
o Poisoncortrol certersare definite playersin that aswell

A Assessment of available respiratory personal protective equipment
o We are lookingto do an assesmentof the nation@ hospgtals and how much respratory
personalprotective equipment they hare on hand

A Radation readnessis growing
o0 We have a clearinghouse available at Radiation Ready.Gov anda peer review group that
looks at common pradices
o0 We have a report that provides avery high level view of the strengthsandweaknessesin
domegicrespmse

A Emergency cae drug shatage
0 ASHO hastakentheleadon this issue
o We have presented the status of why thisis anissuenow andalso providedsome coping
strategies
o It wassobeingto hearthe haror storiesocaurring aroundthe country due to lackof
medication, subopimal dosng, or subgitutions
o0 ASTHO is working tievelop some better meaduresto improve this area.

A ASTHO toolkits
o0 We aerollingout four toolkitsto help the practice community dealwith federal law,
regulations, pdicy, etc.
o Datasharingandvolunteer management toolkits are alsounder development

A Additional activities

0 We have beenengaged in the Pandemic and All- Hazards PreparednessAct (PAHPA
reauthorization proces
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0 ThereQalso continueddiscusson with the FDA andthe HHS ASIREnterprise Executive
GCommittee on medicalcourtermeasue shédf life expanson, legal auhority, andwhat makes
sensefrom aneconomic perspedive

Goundl of Sate & Territorial Epidemiologists (CIE)

We recoghize the increasing pull on membersto be involved in the indexand have created a subconmittee.
We aeinvolvedin alot of the informaticsacivitiesand covering a lot of meetingsthat are occurringon
thattopic.

We@e dsolooking at lessonslearned during HLN1 andwaysto improve our processes. CSTE #sohasan
Applied Epidemiology fellowship programthat indudespreparednesscompetendesfor the fellows.

National Assogation of County & Gty Health Officials (NAGCHD)

The MedicalResave Corp (MRQ cortinuesto expand. There are 630 MRCmembers andwe ae cortinuing
to get appications for addtional individuas. The Project Public Heath Ready (PPHIRRhas270 hedth
partners in 26 states that recaved PPHR status and several are apply for recertification.

We are trying to find additional funding to look at biosurveillance We want to make sure we dorlose
anyof thetools developed.

We have put together a PreparednessPolicy Advisary Group including preparedness coadinators from
every state. They want to have well-informed dedsions around policy and grive to reflect the broad
diversity of local hedth depatmentsthroughout the country.

We have beenworkingwith ASTHO, CDCand ASRRon administrative preparednes. We are looking at
opportunitiesand barriersto public hedth preparednessn that regard.

We have alsodedgned a databasefor the preparednesscoordinators that covers a variety of topicsof
intered.

Nati onal Indian Health Board (NIHB)
A ABSENT
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DIVISION OETRATEGIC NATIONZKDSKPILGDSN$PROGRAMMATIC REVIEFRROPOSAL

Daniel Sosin, MD, MPH, Ot | tsB®IDFOintroducedCt | tswréposedrequest to conduct a Programmatic
Review that relatesto the future respongbilitiesand adivities of the Strategic National Sockpile. CDC
warts the Programmatic Review to be a collaborative effort betweenthe BSCand! { tsNeflonal
Biodefensecience Board. We have laid out a seriesof review topics and we will need to dedgnate at
least two individuas from our BSC a co-char and a member, to participate with this.

Forthisreview, the working group will do research and gather data to inform the recammendations. We
want to have a processof eliciting respasesfrom seror leade's about what is missng, what should be
there, and suggested approachesto managing emergencymedical supdy chan capahilitiessothat we can
anticipate the tools we needfor the stockpile. There isalsothe needfor metricsfor reporting program
capablity andinforming improvement.

S the three proposedforesight review topics:
1. Validate the anticipated respongbilitiesof the SNSin the year2020;
2. Recammend approacthes for meeting those responsbilities as efficiently as possble; and,
3. Proposemetrics.

Strategic National Stockpile Overview

Greg Burel, Director, Division of Srategic National Sockpile, OPHMR, provided an overview of the evolution
of the SNS

1999: fr<t iteration of SN
A Limited availability of materiel
A Limited or virtually noguidanceon what the stockpile should look like
A Limitedappropriations

CDC dededthat creation of an arganic transpatation nework not reasonalbe; opted instead tdeverage
existing transportation networks (robust, move product every day)

CIC also engaged with other federal agendesd S ®3 ® X + S { S NJ tyfa@donothiRgbdt uy & G NI G A 2 y
pharmaceuticads and medical devices

CDC interaction with state and local partners
A Technicalassstancegivensothat state and localsoud effectively manage and usethe materiel
provided in case of a public health incident
A Non-punitive reviews of state plans red (bad), yellow (areasof concen idertified), green (good)

SN8 muchmore thanwarehousng and buying éstuffe

Considerations
A Packaginghow can materiel be useabpropriately andin the most rapid fastion
A Placement where should materiel be storedroundthe courtry soit they canbe movedin the
most rapid and effective way
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A Storage need toensure that SNS compliesith regulations around holding products

A Partnerdevelopment need to developnultiple partnersin varioussectorsto effectively use
materiel

A Guidanceand policy development need to create guidance and polici@®und courtermeasure
responseg including tinical guidanceand application of regulatory management

A Subject Matter ExpertiseSNS provides expertise states andocads and have moved to evidence

basedscaing for state plans

SNS has multiple focus areas
A Provide canmercial off-shdf packaging
A Work on suppating national hedth secuity by collaborating with partner organizations
0 Working on a coopeative agreement with the American Academy of Pediatrics(AAB to
update guidanceon arthrax
0 Working with the FDA on addtionalmedical couniermeasures
0 Workwith vulnerable popuation workgroups
A Materiel storage and deployment
o0 Contradedwith orgarizationsthat do management logistics
0 Buy access$o produds from manufacturers ¢ allows the manufacturersto rotate stockinto
pre-existing private-sed¢or market sothat we don® dealwith expiring produa
0 Moving push padkagesto centralized inventory allows SNS tdeploy them asrapidly as
before and for less money
A Team management
o0 Deployable teams allow SNS to mount an appropriate response to assist state and local
governments
o0 Hfective trainingwith state and local public health means thata responsewe don® have
to be presenton the day materials arrive ¢ states and localare able to sdf-manage
meaning cost savings for SNS
A Decreasing budget
0 More budget redudionsanticipated
0 SNS continuet work on redudng operating costs andidentifying soundinvesments for
thefuture

QUESTION& DISCUSSIOSNS PROGRAMMATIG/REN)

Ex Officio: ASIR is very excited about being involved in this. This will have animpactonthe
stockpile long- and shat-term, andthisistruly a cdlaborative effort.

BSC What shoud be the elements or featuresof the review?

cbc This is a draft charge. We wanted to make sure that this is clear, andthenyou can
formulate how you canhelp uswith it.

BSC Were there problems, challengesor dilemmasthat causethislist?

CDC [t@ the combination of a fluid environment, changing scope in misson with the stockpile,
and a number of forthcoming activities that coud change the way we envision this
stockpile enterprise. We want to continually progressthe stockpile to where it needsto be
in the next 10 years. We dsowant to be efficient andsave moneywhile achieving the goals
of the gockpile. And we can only document improvement by having metricsthat are
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CDC

Liaison:

CDC

BSC

BSC

Ccbc

BSC

CDC

Bx Officio:

CcbcC

BSC

CDC

Bx Officio:

reliable. We want this group to take a look at the metricsand howwe shoud be
measuring the success of the stockpile.

We now beter understand how to mount aresponseandwork with states andlocdsto
make it succesful. Thisis our thoughtful approachon how to intervenein the supdy chan
process.

| don@seethe word dvacciy” Sis the review. How we acquire the vacdnes orstockpile them
isimportant to the state.

Vacane managementis definitely induded in this as well. We are working more dosdy
with the hedthcare sector to make aure we are coordinating our efforts.

I think the review shauld pay attention to demographic changes and mitigating hedth
inequities.

Canyou clarify howthisis different from the prior review of SN

Previoudy, we looked at modeling the logisticsof supdy chan, andthat@ not entirely what
wee talking about now. We have not worked out the mecharics of this review. It will be
larger, harder and may take several months, about 6 monthswith data colecionin
between.

The previous B review of the SNScoudn® condude anything or were the reviews
general?

Theywere general.

The important part is how doesit flow, what are we missng, andwhat can improve the
flow? How are you lookingfor usto validate this?

The workgroup shoud lay out the misson of how it seesthings goingforward. That
coud bedoneone-on-oneor the DHFSEnterprise Executive Committee can work on a list
andwe refine that. We want you to inform the decisions.We want to make sure you@e in
agreement with where we@e going.

| have same uneagnessabout this. The next quegion after validating isthe requirements
of the courtermeasure of an emergency management system, and | don® know that we
have the expertise to anaver that onthis board. What does this system look like?If we
think about this processof doing the requirements, we coud look at the models usedby
Apple, asanexample.

S you@e suggesting bringing in someonefrom Apple to work in a conslting manner?

You cando workshopsor invite peope to be part of this group. Or we can askertain
expertise butwe might have sme canflict of interest in thoseexpertise.
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BSC

CDC

Ex Officio:

BSC

Ccbc

BSC

Ccbc

Ex Officio:

When the military wants to do the next biggest thing with planes, for example, they
take two or three of the big vendars and saygive usyour bestplanfor what we®e tryingto
acaomplish.

This is a good time to ask the fundamental question of what is the bestway to do
medicalcourtermeasues. Thisisvery dfferent from past reviews. We are going to give you
anopportunity to saywhat our program shoud look like.

This does not lend itself to one sdution.| don® believe there@ one concete strategy.
You will ebb and flow and twist and turn all the way through this. So don®put it all on
paperbut give yoursevesthat flexibility to move.

And your committee should charge as theseemerging strategies come up.

This is helpful. There will be spedfic ideasthat come to mind whether Apple or some
other logistic supdy chan. We(l fdo some follow-up emailsto sdicit addtional
information.

I would think that we canegablish general strategic principlesand sepaate those from the
operationalissuesandgods.

We also have a concen about the anthrax vacdne (AVA. We want to leave with a clear
setof issueghat we needto address. Department of Homeland Secuity has quedions
regarding use of thelicensedAVA for pre-exposue. We do povide arthraxvacdne for
laboratoriansthat work with anthrax. Thisis a licensedpre-event vacdne andthe
vacdnation program s entirely voluntary. The first responder conmunity needsto be
assessetio seewho would want to take adrantage of this vacdne. We have the opportunity
to make it available.

We have an opportunity, without putting at risk the stockpiling of AVA to use that vacadne.
We can also learn from this. Not all communities are going to want to do this. But for
thosethat are intereged, it will provide uslessonson how to sdely usethe vacdne, the
side effects, etc. and better prepare public hedth.

| want to prefacethis discusson by saying there® no new moneyto do this. Some of you
have heard a lot about this and we want to hearyour opinions.

The questions we normally get is, dWhom do you vacénate It@ hard to develop arisk
profile. Quedionsregarding AVA usecame to usfrom datesandlocds. We want to make
sure all chedss andbalancesare in place.lt@beenawin-win effort andexcitingto work on.

This is the AVA distribution pilot. This is a resaurce that@ available only to the federal
government. It hasa shat shdf life. We®@e hearing that people want it, but we want to
provideit in arespongble manna. If first respondesfeelthat they are at risk,they can
accesghison avoluntary badgs. This will differ state to state and will begin on a small
level, two dtiesor two statesinitially. We needto identify thoseinitial partners and
determine if a nationalrollout is warranted. We will start getting ASTHO andNACCB
involved on that feedbak. We want thisto be a dialogue.
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Liaison:

Liaison:

CDC

Bx Officio:

BSC

Ex Officio:

BSC

BSC

Ex Officio:

CDC

BSC

Liaison:

Bx Officio:

Ex Officio:

How do we deal with the regional variations?What@ the right size of public hedth
engagement? Leé@ have public hedth seethis first and povide some inpuit.

We need asnuchtime asyou cangive usto vet thiswith the first responder ommunity.

A 2 4 A ~

LG A& SELSOGSR G2 0S8 SFNXIe wdAeé& yR fl ai
organizations thatneet the requirements of the pilot. We would like to know who would
like to do it and tell us how you would do it. There will be 6 to 8 weeks to respond to that.

We@e hoping that at least 50 to 100 folks will be intereged in beingvacdnatedin
thosepilots.

GCommunication is going to be critical on this. BEveryone needsthe same messge to reduce
damage cortrol particularly related to risk versuscost.

The vacane is free of charge. We will have to work on shipment and management.
Begin with a disdaimer that this is not an effort to get rid of a bunch of vacane. We
have to becareful not to set oursdvesup for political badklash. There may be also the
thought that we®e experimenting on first respondrs, sowe have to be readyto
communicate well on thatissue,aswell. Hrst responders are a community that hasits own
ethos andwe needto understand that ethos.

There are a lot of command and control isstes, and you need to figure outhow you®@e
going to dealwith that individualwho refuses.

We@e not interested in this being forced upon anindividual. Do you think that we are very
explicit in our guidancekit aboutthat?

| think you®e saying we needto protect peope from coercion and put that in our guidance.

There has been a lot of recent work that we can use as models to anticipate some of the
problems and resistance that might arise.

| worry aboutrisk communication with state hedth officials.
I sure peope are planning to consult with DoD about our vacdnation plans.

We have consuted with DoD and have gotten information from them aswell asthe FBl,
who hasa small program. S we are continudly looking for lessondearned.
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PREPAREDNESS AND EGENCY RESPONSE RECH CENTEEEERR)ZRESPONSE EXTERNAL
PEER REVIEW

Mildred Williams-Johnsn, PhD, Director, External Reseach Program Office (ERB®), OPHPRprovidedthe
program responseto the BEEPERCProgram external peerreview recanmendations (Appendix D).

ERPCrecdved the final B review report on Januay 3, 2012 and shaed the report with the PERR
Primary Investigatorso gather their inptt.

Of the 19 recammendations, ERPO:
A Concuswith recommendations1, 4, 6, 10b, 14, 18;[see Appendx D]
A Concusin principle with recommendation, 3, 5, 7, 8,9, 10a, 10c, 10d11, 12, 13, 15, 16,
17,19

Goncurencein prindple (rather than concurring in full) generaltiue to lack of resources: time, staffing,
funds

ERPO iproviding the Board withsuggested respmse shoud resaurcesbecome available in the future

ERPO is requestimgput from the Boardon whether our proposedideasare reasonale and ade&uate or if
are there other avenuesthat we might pursuein responseo these recanmendations

FY2012
A Unexpectedlyecdved ~$4 million to suppat PERREC
A ERP@onsdered the funding priority criteria defined by the BSC working group®
recanmendation 2
A Basedon the project period andthe limited information available to disaiminate PERREC®@seach
performance, ERPQlecided on equal funding to all PERRC(approximately $430000 pe) and
askedthemto focustheir efforts on diseemination andtrandation of research outcomes

QUESTION: DISCUSSIOPROGRAM RESPONSEPEAGRC PEREVIEW

BSC | amwonderingif there@an effort to determine what we want to get out of thisfor this
lastyear aswe wrap up becausesome of these recanmendationsno longer apply.

CDC Upon succesul COCreview of their continuation apgicaions, eactPERRwill be
awarded $430000in FY 2012unds.The intent of the FY2012 funding is to put their
work into practice in some form or fashon, andtheyhave to work with their practice
partnersto dothat. If they come acdoss something that@ innovative, they can use their
current funds to expand uponthat. North Carolinawasable to dothis. With ERPO
approval, PERR&WwiIll usefunding from prior yearsto fund activitiesthat theyneedto do
to finisha project they begarin previousfunding peiods New FY 2012undingisfor
trandating reseachto practice.

BSC There were redly only two recanmendations from the working group. One wasto
save the Centers and the secondwas to figure out how to market what the Certers do
sothat they get more recognition. We also believed that a center model wasnot the
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appropriate modelfor the future but more of anindividual model. So we sad if any
money becane available, a FOA-type funding shoud be used.

BSC Is there a mechansm for no-cost extengon to evaluate the outcomes of the reseach?

CcDC The prindpalinvegigator canask for more time to finishtheir work without anyaddtional
funds.

BSC That@great to hear andthis canshowthe postive effeds.

BSC Can OPHMRtill fund individual pojeds?

CDC It is possible. You can create mechanisms with grants or working with key partners, but

OdzNNBy G NBaz2dz2NOSa FNBE y2id ofS G2 adadlAiy
to innovate and use our resources creatively.

BSC Isn@there a mecharismfor creating a BSCworkgroup to look at the finalreport of the
produdsthat come out?
CcDC There is an opportunity, but it requires careful discusfon. You have to quantify and

qualify your time andother factors.

BSC Will there be afinalreport of thet 9 w swwork?
CcDC Yes,from eachof the centers andhopefully one from the program.
BSC Going back to the Index, we talked about federal suppat for discovery. Thisseansto

be going downhill basedoff what we just heard.

Ex Officio: ItQ painful. There® no funding for projects like this, and this is occuringin all of our
programs. dUnfortunate,€ is anunderstatement. It puts everybody in a bind. How do you
measue effectivenesswheneverythingis being cut to the bone?

PUBLIC COMMENT PER(DAY2)

No public comments were made.
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ASKTHEBOARDESTIMATING THE CQ&TPREPAREDNESS

Lynn Augtin, PhD, MA, Deputy Direcor, OPHRR,preserted an overview of an OPHMRInitiative to estimate
the cost of preparedness.

Negative impacts opublic hedth preparednesdnclude

A Deaeasngpublic hedth infrastructure funding

A Increasng recognition that COC caoe preparedness andesponsecapalilities ae affected

A Increasng recognition that Sate/LocalPublic Health Emergen&reparednessapablities and
public hedth infrastructure are impaded by cortinual funding reductions severely impading
Sate/Local dility to respond

A Increasng recognition that Sate/ Local saffing has beemveakenedfrom funding redudions,
furloughs, layoffs, andturnover

Lastyear, CDConduded a projectat COCto try andegimate the costof respondngto the 15 DHS all-
hazards national planning scenarios
A Developed a template to cdculate cossin asmany asl9fundional areas
A Looked at the costs ofrosscutting response acrossthe Agency
A Overarching areasof consideration
0 Qostof fully implementing the overarching Preparedness Srategic National Plan
0 Qost of fully meetingthe PHBMCErecanmendationsfor the Strategic National Sockpile as
well asMQOM reseachandoperational coss
0 (Oost of fully acheving Sate/ LocalPHEP Capakilities

To determine costof implementing the CDCNational Srategic Plan for Public Hedth Preparedness and
Response CDC needs to

A Align existing fundedprojects with the grategic pan

A Identify "gaps"where initiativesare not curently funded

A ost out projedsto address thesegaps

A Calculate costof core preparednesd responseadivities, fundedand unfunded

OPHPReeds input from granteesregarding the cost of implementirgHERapabilities
What capallitiesare currently funded?

At what level are capablitiescurrently funded?

What isthe gapbetweenwhat has beerfundedandwhat has no?

How do we measue the costof implementing capahbilitiesnot funded?

How do we measue the gap betweenwhat isfunded and needif fully implemented?
Wheat isthe ongoing cost to maintain capablities?

Do Do Do Do Do Do

The first approachwill be a modesteffort to esimate cods. Questions

What are the key cost ®ctorsto indudein this estimate?

What methodsmight be appropriate to the time and usewe intendfor thisegimate?
How shoud the resuts be dispayed and used?

Who are key stakehdders or consutantsto involve in this effort?

Whatexisting daaresoucesor amilar effortsin other fields should wetry to acces®
How to addresscore Public Hedlth infrastructure - 10 essertial pulic hedth services?

Do Do Po o Do I
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DISCUSSON (ESTIMATINGTHEQGOST OF PREPAREDNES $

BSC

BSC

BSC

BSC

BSC

Bx Officio:

BSC

CDC

BSC

CDC

Ex Officio:

| think to get at the last point of total cost, you needto determine the cost of
infradructure.

We did a cost of failure that looked at the cost of hedthcare if there wasr®health
reform. We dsodid anandysis of the avoided deaths aoundimmunization. We found
1400caseghat would have occured if there was no immunization. Compare Top-Off 1
with Top-Off 2 and you canquantify what happensin a system that is prepared compared
to onethat@not. Alsolook at natural dsadersin communitiesthat have peformedwell
andthose that have not andextrapolate the cost.

With the cost of preparednes, you want to say this is our vison of preparedness
and here@ the cost. SO maybe you canindude some of those events that are
memorable. We need to be less processand more, drhis is what America needs.€ | like
the idea of extrapdating out costavoided. That is how WHO gets a lot of its costlike days
avoidedin the hosptal, etc.

We also needto capture the costdue to wade in our degradation of the infradructure.
We needto link costto value in a very direct way. CDCmay not be the best entity to do
this work due to conflict of interest. Maybe same outside entity or funder coud do this
andysis.

There may be some placeswhere objedives might be spit betweengroupsto
increasesynergy.

The IOM on catadrophic disagers hassome models preserted that may patially inform
your research.

| wasthinking about the question you asked earlier, &Why aren® we donewith
preparedness?e Do we have a standard answer to that? Maybe we needto have a bullet
point answer for whenwe are askedthat.

It@ not about buying preparednessequipment or materials. This is not about buying an
insurance policy. It@ about what@ happering in state andlocal hedth departments every
day.

S maybe we needto really develop an answer to that becauséat sounddlike there is
resstance. After 10 years, people feellike éprepaednesg  aldkb2 diane.

You are spot-on and we are working on message mapping. We are having difficulty
making that argument becausepublic hedth isinvisible to the pubic. At the net meeting,
we will show you some ofthe CPG guidancework. This will give you an ansver asto why
wee still not further dongin our preparednesswork.

Sories are powerful and sometimes we don® recagnize the value of the gories. Sories
rescnate with peope. That kind of information made more of a differencethanacual
data. You need ahookto pull in the pubic. Also,we mustlook at cost of failure and howto
demongrate that aswell. SO muchisbasedon your current public hedth structure. If you
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BSC

CDC

BSC

CDC

BSC

Ccbc

don®have one,what doesthat mean?And, if you do, what doesthat mean?We canlook at
that.

If 1 were asked that quedion by a legislator, | would say prepared for what? Not all
hazards costthe sane amount. WeQe had more crisesin emergendesin the past years, and
thosecrisesvary. S it@not a Smple ansver even after 11years.

Riht. We have so many crises that go unnoticed and therefore are not courted.

The measues we have developed over the years have gotten better and bdter. It@the big
impactsthat get the most attention.

When you do hook the public and others with the stories, have the data andmeasiresto
back it up.

What wasyour goalin the timeline?

For strategic planning, given what we®@e hearing now of the FY2013 budjet, we might
want to go aheadand acton some of the activities proposedsoorer ratherthanlater.

Paged6 of 70



Board of Scientific Counselors Meeting Summary Report May 1-2, 2012

CLOSING REMARKS
Dr. Dan Sosin, OPHPR BSC DFO, after thah&iBgard for its hard work asked members to respond
separately in writing to each of the following questions:

A What went well with this meeting?

A What needs work?
A What topics would you like to see presented at future meetings?

Dr. Inglesby and Dr. Khan tiled everyone for their hard work and wished everyone safe travels.

ADJOURN

With no further business raised or discussion posed, Dr. Tom Inglesby officially adjourned the meeting.

CERTIFICATION

I hereby certify that to the best of my knowledge, ttoeegoing minutes of the May-2, 2012 meeting of
the OPHPR BSC are accurate and complete.
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Chair

ThomasyV. Ingleshy, MD
CHE andDirector
Center for Biosecuity ¢ UPMCBaltimore, MD

Dedgnaed Feceral Official

Daniel M. Sosin, MD, MPHFACP

Deputy Direcor andChief Medical Officer
Office of Public Hedth Preparednessand
Response

Centersfor DiseaseControl andPrevention

Special Government Employd#ard
Members

Don Burke, MD

Dean, Graduat&chool of Public Health
University of Pittsburgh

Pittsburgh, PA

SharonaHoffman, JD, LLM

Profesor of LawandBioethics
CaseWestern Resave University School of
Law

Ckveland, OH

JohnR Lumpkin, MD, MPH

Senior Vice Presdent and Director Hedth Care
Group

Robert Wood JohnsorFoundaion

Princeton, NJ

Elen Madenze, PhD

Professor and Chair

Depatment of Hedth Policyand Management
JohnsHopkins University Bloomberg School of
Public Hedth

Baltimore, MD

Herminia Palado, MD, MPH

Execuive Direcor, Harris Gounty Public Health
and Environmental Services

Hougon, TX

Lous Rowitz, PhD

Direcor, Mid-AmericaRegional Public Hedth
Leadeship Institute

University of lllinois at Chicago, Schoolof Public
Hedth

Chicago, IL

Robert J.Ursaro, MD

Chairman, Department of Psychiatry Uniformed
ServicesUniversity of Hedth Sciences
BethesdaMD

Ehkine Vaughan,PhD

Reseach Profes®r and Professor Emerita
Depatment of Psychdogy and Social Behavior
University of California, Irvine, Schoolof Soaal
Ecology

Irvine, CA

Bx Officio Members

USDepartment of Health and Human Services
RADM Nicole Luie, MD, MSPH
Asdstant Secretary for Preparednessand
Response
Washington, DC

LisaKaplowitz, MD, MSHA (Alternate)
Deputy Assstant Searetary for Policy
Office of the Asdstant Searetary for
Preparednessand Response
Washington, DC

US Department of Homeland Security
AlexanderGarza, MD, MPH
Asdstant Secretary for Headth Affairsand
Chief Medical Officer
Washington, DC

US Department of Defense
QOL MichaelG. Butel, DVM, MPH
Asdstant Secretary of Defense(Health
Affairs), Force Hedth Protection and
Readness
Director, GobalHedth Qurveillance
Arlington, VA
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Liaison Represertatives

Assodation of Public Hedth Labaatories
(APH)
Mary J.Gilchrist, PhD, DABMM
Consutant, Public Hedth
Solon, IA

Assodgation of Schods of Public Hedth (ASPH
JamesW. Qurran,MD, MPH
Dean,Rollins Schoolof Public Hedth
Co-Direcor, Emory Genter for AIDS
Reseach
Emory University
Atlanta, GA

Assodation of Sate and Teritorial Hedth
Officials (ASTHO)
JeanOQdnnor, JD, DrPH
Deputy Director, Public Heath Division
Oregon Headlth Authority
Portland, OR

JanesBlumengock (Alternate)
ASTH@hief Program Officer
Arlington, VA

Goundl of Sate and Taritorial BEpidemiologists
(CSp
Patricia Quinlisk, MD, MPH
MedicalDirecor and Sate Epidemiologist
lowa Department of Public Hedth
DesMoines, A

National Assogation of Gounty and Ciy Hedth
Officials (NACCB)
Karen Smith, MD, MPH
Public Hedth Officer andDirector of Public
Hedth
NapaCounty Health and Human Services
Agency, Public Headth Division
Napa,CA

National Indian Hedth Board (NIHB)
SacyA. Bohlen, MA
NIHBExecuive Director
Washington, DC
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APPENDIX B

BSCMeeting Attendance

Atlanta, GA-- May 1-2, 2012

NAME AFRLIATION DAY1(MAY1,2012) DAY2 (MAY2,2012)
Ingleshy, Thomas Chair and SGE Present Present

Burke, Don SGE Present Absent

Hoffman, Sharona SGE Present Present

Lumpkin, John SGE Present Present

Palado, Herminia SGE Present Present

Rowitz, Lou SGE Present Present

Vaughn, Ekine SGE Present(by phone) Present(by phone)
Butel, Michael Ex officio (DoD) Present(by phone) Present(by phone)
Garza, Alexander Ex officio (DHSY Present Present

Kaplowitz, Lisa Ex officio (HHS) Present Present

Getchdl, Jane Liaison(APH.) Present Absent
Blumengock, Jm Liaison(ASTHO) Absent Present

OQadnnar, Jean Liaison(ASTHO) Present Present

Danila, Rchad Liaison(CSE) Present Present

Snith, Karen Liaison(NACCB) Present(by phone) Present(by phone)
Bohlen, Sacy Liaison(NIHB Present(by phone) Absent
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APPENDIX C

Career Epidemiology Held Officer (CEQO) Program Responseto External Peer Review

The Caeer Epidemiology Feld Officer (CH-Q Program thanksthe Board of Sientific Caunselorsandthe
Program Review Workgroupfor the thoroughreview of our program andthe thoughtful recommendatons
for sustainingandimprovingit. Thisreport providesan update on our responsesto the recommendations.
For each recommendatonwe present responsesin one of three categories:
A Qoncur: We agreeandwe have funding, staff, and control over the meansto begn addressng or
implementingthe recommendaton
A Goncur in principle: We agree, but we do not presently have either the funding, staff, or control
overthe meansto begin implementingthe recommendaton
A Non concur: We disagree with the recommendation and provide the reasonsfor the disagreement.

1. The CHOProgram should develop an overarching, long-term strategic plan(e.g. 5-10 yea) which
should be informed by aninitial gap analysis of jurisdictional needsfor the servicesprovided by CB-Gs.

Program responseMen-sereu+ Concur in principle (Amended April 2012)

OPHPRrecently completed a broad strategc planning processand areview of strategc prioritiesthat sets
the environmentalsanfor selecting priority areasof work. We will use that work asa foundaionfor CHO
Program shorter-term tactical planningrather thaninitiate additional strategic ganningspecificto the
CEFO Program.

The CB-O Programtactical planincludesoverall prioritiesfor headquarters staff work for the next one-to-
two years, including consideration of the relative priority of response to the other BSCRecommendations,
#2 ¢ 9, andimplementation plansincludingtimelinesandrolesand responsibilities. Curentlythe CHO
Programheadquartersisfocusingon these immediate needs
A Addressimmediate and imminentfunding problemsfor CHFO positionsby pursuingoptions
articulated in BSCrecommendation#3
A Addressakey consequence of the funding problems ¢ out-placement of (BFGswho are in
positionsthat will be unsupportable by PHEPfundsin FrY2013
A Followingrecent headquartersstaff changesrealignrolesand responsiilitiesof headquarters staff
to enable supervisorsto focusmore on epidemiologic leadership of field staff

2. The CEFO Program should measures its performance by
a. Implementing and measuringerformance metrics that enable CDC officials to provide empirical
data that accurately reflect CEFO program success, challenges and areas for improvement
b. Using other innovative approaches

Program esponse:Concur
OPHPR igrganizinga processto develop performance metrics including
A Review existing performance metricsrelatedto epidemiology, surveillance, and emergercy
operationscoordination. (See:OPHPR Public HeaPieparedness Capabilities: National
Standards for State and Local Planiing
A Usethese asabasisto develop draft metricsthat can be applied to CBFOactivities
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A
A
A

Cavene aworkgroupincluding OPHPR staff, CH-Osandstakehdders (state epidemiologists and
preparednessdirectors) to finalize pilot metrics

Inform CH-Gs and stakeholders of the pilot metricsand how the information will be used to
monitor program progress

Filot test performance metrics andyze quarterly reports, summarize the results, disseminate
report of results, andrefine metricsasnecessary.

3. CDC should explore alternative funding sources that preserve the positive characteristics of the
program (flexibility and simplicity) including

a.

b.

C.

d.
e.

Allowing jurisdictions to use multiple, ndPHEP CDiGnding sources, with the caveat that OPHPR
would be the program administrator

Exploring other internal funding sources by crmsseraging resources at other CDC Centers,
Institutes, and Office@C10s)with the caveat that OPHPR would be the program adstrator
Exploring norCDC external funding sources, with the caveat that OPHPR would be the program
administrator

Enabling jurisdictions to use other resources under thenl! to fund CEF®

Enabling jurisdictions to share CEFOs

ProgramComment Unless a more sustainable funding model for the program is identified, consideration
must be given to the use of alternative funding sources to maintain the CEFO workforce, including all of
the options noted above.

Program Responsga and b) Concur
The CHFO Programisleading development of asystematic approach to support CH-O positionsthrough a
cost allocation/ split funding process We are engaging staff from key CDGadministrative offices

A
A
A

Fnancial Management Office (FMO)
Procurement and Grants Office (PGO
Office of General Counsel (OQC)

Saff from several CDCprogramsor officesthat currently support or have expressdinterest in supporting
field-based epidemiologists, including

A
A
A
A
A

Division of Sate and Local Realiness OPHPR
Immunization ServicesDivision, NCIRD

Division of Preparednessand Emerging Infections, NCEZID
Division of Healthcare Quality Promotion, NCEZID

Office on SmokingandHealth, NCOPHP

This processincludesdevelopment of formal documentation addressng program administration and
managenent (includingsupervision) andwritten agreementsto ensure the goalsand objectivesfor the
field assgnee for each participatinggroup are delineated. We are workingto obtain adequate, secure
funding while preservingthe programQflexibility and simplicity.

Program Response (3djoncur in principle

We have inquired about collaboratingwith two programsexternalto CDQ; the Hospital Preparedness
Programmanagedby the Office of the Asdstant Secretary for Preparednessand Response, and the
BioWatch Program overseen by the Department of Hameland Security. Althoughboth programscurrently
have fundingconstraints, we are keeping open the possibility of future collaboration.
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Career Epidemiology Feld Officer (CEEQ) Program Responseto ExternalPeer Review(continued)

Program Response (3. Concur in principle

While we are opento state or local hedth agerciesusing other (non-CDCjesourcesundertheir control, in
the current economic setting such resourcesmay be sant. Whenwe have had disaussonswith afew
jurisdictionsabout usingother funding resourcesundertheir control, neitherthey nor wehave identified
an available source of such resources.

Program Response €3 Concur in principle

We have not actively promoted this apgoach. No jurisdictionswho have a CHFO or who have expressed
interest in aCE-O have requested to sharea CH-Q Some CH-Gs have noted concernsthat their value as
integral membersof the health department team could be substantially diminishedif they served two
independent jurisdictions. We recommendconsideringthis approach on a case-by-case basis.

4. The CEFO Program should clarify supervision and coordination of CEFO supervisor management by
implementing the following
a. Ensuring improved coordination between C&d field supervisors
b. Exploring the feasibility of providing greater access to and use of scientific support and
consultation as a core headquarters management capability
c. Adopting a proactive (lean forward) approach to linking CEFOs with key operatispataes
across CDC CIOs such as informatics, statistics, Geographic Information Systems, etc.

Program Responsgla) Goncur
We have begun offeringquarterly conference calls with CH-Gs and their field supervisorsto review their
quarterly reportsand/or addressother relevant isaues.

In FY 2012 we completedsite visits for CHFO assignmentsin Michigan, Missssppi, and Nevada, andwe
have scheduled visits to Arizona, California, Florida, Maine, North D&kota, Tennesse, Texas, Vermont, and
Wyoming.

We continueto
A Usethe opportunitiesat sdentific conferencesc e.g., the CSTEannual and regional conferences,
the Public Health Preparedness Directors Conference, the Public Health Preparedness Summit ¢ to
meetand network with CH-Oslield supervisors
A Askfield supervisorsfor their input on performance evaluationsin baththe CanmissonedCaps
(CanmisdonedOfficer Bfectiveness Regport, annually) and Qvil Service (Performance Maragement
Appraisal System, June and December each year) systems.

ProgramResponse (4b) and (4d}oncur

OSHHP hired a PhD statisticianin 2011, and one of her main responsibilitiesis to grovide consultation and
technical assistance for CH-Os We are encouragng CH-Gsto attendand participate in a new seriesof
webinar presentationsthat she hasorganized on statistical topics The presentationsin February, March,
and April are on multivariate analysis andstatistical modelbuilding. The statistician hasalso begun
providing consultation andsupport to individual CH-Gs on study design and data aralysis.

Asin past years, CH-Gs participate on the planningcommittee for the CHFO Annual Meeting (Aug 21-23,
2012)to identify key topicsto be dsaissed presentedandsdentific sessons
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Career Epidemiology Feld Officer (CEEQ) Program Responseto External Peer Revievicontinued)

We are planningto link with a database of CDubject Matter Experts (SVIEs) that is being organized by
the OPHPRDivision of Emergercy Operations. Thisdatabase isintendedto provide a single, acaurate,
readly acoessble source of contact informationfor CDCGGVIES.

We are workingwith the staff from CD@ Epidemiology and Analysis Program Office who developed Epi
Info 7, free software that can support surveillance, outbreakinvestigaions, database management,
statistical analyses, and GISmapping. We have encouraged and supported CH-Osto serve asdbeta testerse
for this software and to receive trainingin its use.

If fundsbecome available in the future, we planto implement a program of dreverse site visits¢ by CH-Gs to
CDCThe purpose of such avisit is for the CHFOto meetwith CDCstaff to exchange information relevant to
the CH-3responsiilities, and to strengthenthe CH-QRrole asaresource for technical advice needed by
the state andlocal health departments. Duringthe 2-3 day visit the agendawould include, asneeded, one-
on-onemeetingswith CDGubject matter experts, program staff, andproject officers, anoral presentation
by the CHFOin anOPHPRor other CDQClOseminar series, and time to meet the CH-FQ2 needsand
obligaionssuch ascomputer software upgrades, respirator fit-testing, etc.

5. CEFO Program strategy and policy should ensure greater assurance to CEFOs of continued employment

and opportunities for advancement within the context of available funding leVhsworkgroup was

impressed with the high quality of the CEFDs based on their presentations as well asthe resumesthat

were part of the review material. CEF®anages and CEBs both noted that the two- year initial field

placement followed by optional annual renewal created significant anxiety and insecurity. Anecdotal

evidence indicated that this reduced the potential pool of high quality CEBs. Some of the CEBs also

expressed concern about the perceived lack of value that CD(places on CEO field work assignment

and the subsequent implicaions for career advanement® €

Program Response ré&reater asuranceto CE-Gs of continued employment: Goncur in principle
Seeresponse to Recommendation#3 atove. The CBFO Program Senior Advisor is leadingthe direct
asgstance cost allocation/split-fundinginitiative in collaboration with interested programs, AMO, PGQ
OQC,andDIR.

We acknowledge the problemsrelatedto limited duration of assgnments. Howeverin the current funding
circumstances, some states cannotcommit PHEPfundsmore than one year at a time for supporting GO
positions.

If any CEH-OsJield assgnmentsmust endin a particular jurisdiction dueto lack of funding,the CB-Gs will
have the same & itylits¢ ascounterpartsin headquarterspositions. CDC/PHPRwill have the same level of
commitmentto retainingthem onstaff.

Program Response ré&reater asuuranceto CH-Gs of opportunitiesfor advancement: Goncur

The CB-O Supervisory Epidemiologists, in their role asmentors, will continue the support they provide
editing sdentific writing, advising on analytic methods, and assstingin identifyingand ensuringthat (Gs
canaceessrelevant training (e.g., on-line or classioom CDQJniversity courses).

The CB-O Programwill continue supporting CB-Gs whenthey are requested to take on larger
responsibilities. For example, two are performingthe dutiesof Sate Public Health Veterinarian, oneis
serving asDisease Control Division Director, and one hasserved asActing Chief of the Canmunicable
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Disease Emergercy Response Branch. These rolesrequire CH-Gsto use leadership and managenent skills
and allow them to gain experience that enhancestheir professonaldevelopment andimprovestheir
eligibility for professonal advancement.

6. The CEFO Program should ensure CEFOs have a defined set of core competencies by
a. Firstdefining the basic set of core competencies
b. Ensuring this includes craesatting competencies such as leadership, policy analysis and
development, and informatics
c. Ensuring crosdiscipline competencies, including environmental and chronic disease
epidemiobgy, are addressed
d. Ensuring continuous professional development through the CEFOs tenure

Program responsé€6a): Concur in principle
Setsof professonal core competencieshave been developed by expert groupsin the domainsof applied
epidemiology, informatics and public health preparednessandresponse. We will use two of these setsto
identify competenciesrelevant for CH-Os We planto have the CH-Gs complete a self-assessment of their
competencies, based on:
A the Applied Bpidemiology Canpetencies(AECS) developed by CDGand CSTE(CDC and CSTE Applied
Epidemiology Competencies Brochlre
A the Public Health Preparedness & Response Cae Competency Model developedby OPHPRand
ASPH (OPHPR and ASPH Public Health Preparedness and Response Core Competency Model

We will then use thisinformationto identify the areaswhere CB-Gs have self-perceived proficiency and the
areaswhere they have self-perceived gapsthat may benefit from targetedtraining.

In takingthis approach, we are not directly addressngthe first item in the recommendation ¢ define the
basic set of core competencies. Instead, we®e takingthe competenciesalready developedby CDGn
collaborationswith CSTEand with ASPH, and usingthem asthe basisto survey CE-Gs about what they®@e
expected to do, what they®@e good at, and what they want or need to getbetter at. Once we have that
information, we would use it asthe basisfor defining CH-Osrompetencies. Weredize thisis an indirect
approach - first tell uswhat@ expected of you andwhat you can and can®@do wdl, then we@ decide what
you@e supposedto be abletodo. Butthisis apractical way to addressthisisaie.

Program responsg6b) re: Leadership, policy analysisand development: Concur
Program respons€6b) re: Informatics. Concur in principle
The Applied Epidemiology Canpetencies(AECs) do include leadership and policy development.

Informatics competenciesfor public hedth professonals (University of Washington School of Public Health
and Community Medicine Northwe&tenter for Public Health Practice Informatics Competencies for Public
Health Professiondl&indcompetenciesfor public health informaticians

(htt p:// www.cdc.gov/InformaticsCompetencies/') have beendeveloped. While it isimportant for CH-Gsto

have functional knowledgeof how informatics supports public health practice, including public health
preparedness we do notexpect CH-Gsto betheleadersin providingthat support for states. CBCQ DOvision

of InformaticsPractice, Policy & Coordinationis developingthefirst Caeer Informatics Feld Officer (CIrFOQ

field assgnment, at the request of the LosAngelesCounty Department of Public Health, andthe CHO

Program hasprovided advice and consultation for them.
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Program responsé€6c¢). Goncur in principle

Environmentaland chronic disease epidemiology-associatedcompetenciesare included in the AECbasic
public hedth sdence competencies. But for environmental epidemiology we are not certain whetherthe
asessmentform developed for the AECswill help acaurately identify relevant strengthsand gapsfor (B-Gs
(Whatisit that you needto know or be able to do, that you currently don@know or can®do?). If not, we
may need to develop or idertify an assesanenttool for this purpose.

Program respons¢6d): Concur

Corterningcontinuous professonal developmentthroughout the CB-O tenure, we will use the information
on competenciesto help determinewhich areasto addessto enable careerprogresson for individual
CE-Gsand enhanced contributionsby themin their assgnments.

7. CDC leadership should reinforce and expand the role of the CEFO as a faoflitéttirectional
communication and coordination between CDC and assignee jurisdictions.

Program responseConcur
We are continuingto encourageand enable CH-O participationin CDCworkgroupsandcommittees. For
example
A PHPRSrategic Plan implementation.One CBFOis paticipatingin the workinggroup focusedon
advancingsurveillance, epidemiology, and laboratory sdence and service practices
A Canmunity Assessmentfor Public Health Emergency Response (CASPER)ubject Matter Experts
Gonference. Three CH-Gs participated in this CBG-sponsored 2-day meetingin November2011to
review and improve the methodsand tools for CASHR surveys
A Sate, Tribal, Lacal, & Territorial (STLT) Surveillance/ Biosurveillance Work Group. This group has
been organized by CBCR Public Health Qurveillance Program Office to enable CD@ STL Tpartners
to provide input on policy development and other issuesrelevantto design,implementation, and
use ofsurveillance systemsanddata. The group hasmonthly teleconference meetingsin which
several CH-Gs have participatedastheir time dlows.

We are workingwith OPHPR® Division of Emergency Operationsto develop a standard operational
procedure for EOG-CH-O communications. Theimpetusfor this comesfrom ourexperience duringthe
Hurricanelreneresponse in September2011. CH-Osin eastern statesstruck by the hurricane(Horida,
North Caolina, Virginia, Pensylvania, New York, Vermont, and Maing participated by teleconferencein
daily CDGtaff meetingsand were able to provide valuable dfront liy” Supdatesabout the storm@impact
and thepublic hedth response. However, most of these CH-Gs were also playing essential rolesin their
states(?esponse activities, andit wasdifficult or at timesimpossble for them to participate fully in both
roles.

8. The CEFO Program should ensure widespread dissemination of CEFO pibdwaetskgroup heard
tegimony from stakeholders and CEOs regading CEF@nhancemerntsin epidemiology systems,
training, drillsand exercises, etc. These work products, enhancements to sysem opeations and other
innovations developed by CEBs were determined to be of value to the entire public heath
preparedness field.
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Program responseConcur in principle
These are some examplesof (B-Oszontributionsin preparednessand response

A Use of CASHERsurveysin nondisaster settings, thus obtaining health assessment data for
communitieswhile providing state andlocal health department staff with trainingand experience
that preparesthem toperform post-disaster surveys.

A Trainingof state and local health department staff to use Epi Info 7 software for outbreak
investigations, post-disaster surveillance, and other public health needs. In addition, duringa
CB-@temporary detail to asdst epidemiologic capacity developmentin Haiti, she trained several
local staff in use of Epi Info 7 asakey element in advancingtheir reportable disease surveillance
from apape-based system to an dectronicone.

A Developmentof apartnership amonga state®@ public health agencies, schools of public health, and
healthcare organizations. Throughshared support for staff trainingand student practicums they
are strengthening epidemiologic capacity despite budget constraints and personnel shortages.

A Developmentof astatewide policy for hospital surge capacity, to coordinate public hedth,
emergercyresponse, and healthcare agenciesC?olesandresponsibilitiesin disaster response.

We will begin or continueto disseminateinformationabout these and other CHO contributions(including
work products, e.g.guidelinesor protocols) by variousroutes

A Presentationsat scentific conferences

A Repatsin sdentificliterature

A immariesposted on the web, with linksto more detailed information

9. CDC and the CEFO Program should enhance the visibility of the program by promoting the products of
the CEFOs work, such as publishing an annual report demonstrating the success of the program.

Program responseConcur in principle

We are draftinga manusciipt: Improving Epidemiologic Capaityin Sate and Lacal Headth Depatments:
The CDQCareer Epidemiology Field Officer Program that will desciibe the (8O program andits
contributionsto public health preparednessand response.

As noted for Recommendation 8, sharing CHFO work at conferences, in publications, and via dectronic
media canenhance programvisibility

NOTEThe CEFO program ha@mpleted onllimited planning and implementationfor responsesto
recommendations 8 and;%ime andeffort have mostly been focused on tipeeceding 7
recommendatons.
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APPENDIX D

Preparedness and Emergency Response Research Centers (PERRCResponseto ExternalPeer Review

BACIGROUND

Anad hocBoard of Sientific Counselors (BSG workgroup performed an external peer review of the Office
for Public Health Preparednessand Response(OPHPR-funded Preparednessand Energency Resporse
Researdh Centers (PERRG) Program review.

Thereview included adivities conducted within the first 2.5years at seven PERRG (Harvard School of
Public Hedth, University of North Carolina, Johns Hopkins Unersity, University of Fittsburgh, University of
Washington, Emay University, and University of Minnesota; funded in September 2008).

Activities conducted within 1.5yearswere evaluated for PERRG at the University of California, Berkeley,
and Uniwersity of California, Los Angeles (funded in September 2009. Theworkgroup was charged with

the assessnent of the functioning of the administrative core (Objedive # 1), and progress ofthe individual
and inter-related research projeds of each PERRC toward achievingresultsfor near term impads onpublic
hedth preparednessand responsesystems (PHPR$(Objective # 2).

Thisreview was focused syecificdly on an evaluation of
1. Theconduct of required adivities (as sgedfied by the fundingopportunity announcement (FOA) in
the administrative core and the suppat and owersight of individual, inter-related research
projeds. Reviewers were asked to evaluate
a. Thesuppat and development of pilot research projeds and new investigator training and
the potential publichedth impaa from theseactivities
b. Therole of an established Advisoy Committee and evidence that this body has provided
meaningful sypport and guidance to research at the PERRC
c. Centralized stientific guidance and financial administration for the individual and
interdependent research projecs
2. Theprogress ina PERR@ individwal and inter-related research projeds toward achieving aiginal
research goals and the potential for ongoingresearch to yield near-term results(3-5 years)to help
strengthen practice in the publichealth preparednessand responsesystem (PHPR$ In evaluating
the research, reviewerswill be asked to assss tre
a. Development of transferable knowledge to improvethe PHPRSor development of tools,
models, and other pradicd applications for responseto all hazards. This may include a
consiceration of
i. Evidence that the projects have yielded research findings that have been
trandferred to pradice and helped improve preparednessand response
capabilitiesand performance (e.g., as aresult ofresearch findings, paditioners
have changed their behavior resultingin more effedive or science-based
approaches to pradice)
ii. Thefuture potential for the projeds to yield results that can betransferred to
pradice and improveor strengthen preparednessand responsecapabilities and
performance
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b. Theextent to which apublichedth systemsresearc approac is ugd and theextent to
which research partnershipsare a key factor in achievingresearch results. This ray
include a consiceration of the quality and quantity of

i. Qollaborations with sate and locd publichealth and arganizations acrossthe
PHPRS
ii. A multidigiplinary researd team

c. Theadequacy of methods to diseminate research findings that are accessibleand
appropriate for multiple audiences, in @rticular public hedth preparednessand response
praditionersand polcy makers

d. Themetricsandindicators developed for this evaluation to illustrate and measure the
impad of research outcomes onPHPRS

ThePERRCexternal peer review was conducted by a 7-member ad hocBSCworkgroup with two members
of OPHPRR BC serving as workgroup co-chairs and five invited expert reviewers external to the BSC The
workgroup met for 3.5 cays on Aigust9-12, 2011 in Atinta, GA.

In areport to the BSC the workgroup made 19 recommendations, ofwhich two were overarching
recommendations, eight related to the core (Review Obedive #1), and nine related to the progress in
individual research projects and evidence of impact (Review Obpctive #2). Thefindings and
recommendation from theworkgroup were presented to OPHPRR BSCin ameeting held onJanuary 3,
2012. All thel9 recommendations were approved by the BSC

ThePERR@ Work is monitaed by OPHPR3 Extamural Research Program Office (ERPO ordthe programé .0
The ERROresponseto each BSCrecommendation is provided below. BRFO waked with PERRCPrincipal
Investigator workgroup for their input on how toaddress therecommendations that require PERRG adive
engagement for implementation. It is wath mentioningthat it is the same workgroup that provided input
to ERRO in aevelopingmetrics for PERRCmid-projed review.

For the purpose of these program resporses
A Cacur: ERPO agrees with the recommendatiorand has thefunding, stff, and theresourcesto
implement andaddress
A Cacur in principle: BRFO agrees with the recommendationbutat this time lacks thefunding,
staff, orother resources to impkement. In such cases, BRFO has developed proposal® address
the recommendation shouldfunds kecome available. Further action wouldrequire additional
OPHPRresouces (funding, staff, or other resources.

Pages9of 70



Board of Scientific Counselors Meeting Summary Report May 1-2, 2012

PERR@ProgramResponseto ExternalPeer Review (continued)

Overarching Recommendation

1. Financial support of research centers should be continued to ensure sustained development of
scientific evidence and research capacity in support of pesttices for the field of public health
preparedness and emergency response.

Program responseConcur

With resources available in FY2012, theERFO willaddress thissecommendation to the extent possiblethru

the followingadivities
A Fund thecontinuation of PERFC program adivities that are determined to yield the most

promisingresults that can betranskted to suppat best practicesfor preparednessand response
A Ercourage PERRG to ek funding from other sources. Theexistence of theseresearch centers has
enabled several investigators toattrad more than $188 milliorin additional fundingfrom USAID,
USDA, N&-, NACCGHO,Kaiser Foundation, Robert Wood JohnsonFoundation, etc. (reported from
PERRGat Fittsburgh, UNC, Harvard, Washington, Minnesota, Emay, and Johns Hopkns). It is
unknown tow much, ifany, ofthesefundsare directed to addresshg public preparednessand
responseresearch
A ontinueto adively identify and share information with PERRG on tential funding
opportunities and research collaborations, ircludingpotential publicand private funding
organizations that have aligned research interests. Eamples ofsuccessul collaborations are given
below:
A9wth O02yySOGSR ! b/ X tAlGa0d2NBEKZ |yR aAyySaz
the Study of Preparedness and Catastrophic Event Response
A Washington PERRC is working with DHS in developing protocols and procedures related to
sending public health emergency information via text messaging (SMS)

Atoww/ Qa 02yySOiA 2y aditior@NMRdng fromshé COCHENZTESIS R A Y
C2NDS (2 tAGGa0dzNEK t9ww/ O0POoOCITHANULYE htltw
Johns Hopkins PERRC ($299,656), and National Center for Injury Prevention anideContro
Washington PERRC ($98,735)

A A research détaboration was established between the Beldy PERRC and NCEH
(Environmental Public Health Readiness Branch) to address chemical event preparednes
and responseelated research

Overarching Recommendation
2. If additional funding were to become availabte the existing PERRCs, priority should be given to
funding centers that meet the following criteria
a. Arecord of exceptional past performance based on both the quantitative and qualitative metrics
used in the miecourse review
b. The use of a trulynulti-disciplinary and systersased approach to research in public health
preparedness and response
c. A proposed research plan that addresses recognized needs in the field, that can be completed
within the time frame of the additional funding, and that hhe potential to yield results that can
inform practice
d. Evidence of ongoing projects that are evaluating new interventions or comparing existing
programs or practices to identify what works best

Program responseConcur in principle

Page60of 70



Board of Scientific Counselors Meeting Summary Report May 1-2, 2012

ThePERRG were funded under a competitive fundingopportunity and grant policy requires that all
seleded grantees must befunded at somelevel if fundsare available. Thecriteria detailed in this
recommendation providean order of priority for achieving program goals and will beconsidered within
the context of departmental and agency regulations for funding research grant awards.
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PERR@ProgramResponseto ExternalPeer Review (continued)

Core RecommendatioRe Pilot Projects

3. A database of pilot projectsompleted by the PERRCs should be developed to include a description of
the overall project, a summary of results, documented or potential impact of the results, an
assessment of what worked and what did not work, lessons learned and recommendationstfor ne
steps. This information should be made broadly available to the research community.

Program responseConcur in principle

Theprogram currently receives irformation regardingresearch findings, work products (final, publisted or
publicproducts intended for useand/or disemination), and siccess staiesrelated to the pilot projeds in
interim and annual progressreports. Additioral resources are needed to retool an existingprogram
databaseto expand theinformation collecded oneach ofthe pilot projeds, conduct a synthesis ofthat
information, and develop a mechanism to povide public access.

Pendingthe availability of resources to suppet theseefforts BRFO will wak with the PERRG to cetermine

A Thetype of information or products that should bemade available from CDGfunded PERFC
research work and products

A When that information or product should beshared (e.g. pre- or post publication)

A The methods orvenues for dissemination of this information (e.g. viainternet homepages of
PERRG, ASHH, NAOCHO, ATHOand CPHPRand rewsletters of ASAH, NACGHO, HPRand
ASTHQ

A Theextent to which the PERRG can develop thisadditional information and wark with the OPHPR
Office of Communication to develop astrategy for makingthe information publicly available

Core RecommendatioRe Pilot Projects
4. Any future PERRC funding opportunities should continue to encourage grantees to consider the
balance and diversity of research partners and populations served in the selection of pilot projects.

Program responseConcur

ThePilot projeds haveinvolved research partnersfrom across thepublichedth system (e.g., 11 incaseof
Minnesota® three pilot projeds), and have served different geographicareas and different types ofat-risk
populations (e.g., University of Pittsburgh@® plot and suppémental studies ofvacdne acceptability among
minority populations, UN®ilot studies about communicaing emergency information to homeless
populations, Washington PERRC pilot studés about communicating publicheath emergency information
to Limited English Proficiency populations, etc.).

ThePERRG that elected to continue pilot projeds, despite fundingcuts, were advised to address the
diversity consiceration in their seledtion process,e.g., PERRGat the University of Californiaat Berkeley
and Los Angeles.

Theprogram isalso addressingthis recommendation by including the following points inguidance sent to
the PERRGfor preparing their progressreport and FY 2012 applications for continued funding
A Consicer the balance and diversity of research partnersand popubtions srved in the gledion of
pilot projeds if fundingis available for this adivity in the future
A Describe in the interim and annual progressreports thediversity in the partners participating in
and populations srved incompleted pilot projeds
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PERR@ProgramResponseto ExternalPeer Review (continued)

Core RecommendatioRe New Investigators

5. While the PERRCs have been successful in engaging new investigators from varied disciplines in their
work, they should pay particular attention to ensuring greater diversity, especially of under
represented minorities

Program responseGoncur in principle
PERRG have engaged new investigatorsfrom at-riskand uncer-represented minority populations,
includingdeaf and hard of hearing (UCBerkeley) and mincaity populations (e.g., University of Minnesota,
and Harvard Uniersity). However, this was notarequirement stipulated in the FOAfor the PERRG, and
extensivedata on thelevel of diversity amongthe new investigators has not keen captured. Toaddress
this recommendation, the program will encourage the PERRG to nmeke greater efforts to ensure diversity
among new investigators through the following
A Indudeinstitutions that represent under-represented minoritiesin their cal for applicants iffunds
are available for this adivity in the future (See:US Department of Education Lists of Postsecondary
Schools EnrollinBopulations with Significant Percentages of Minority Students
A Report their efforts to ensure diversity among new investigators in their interim and annual
progressreporting

Core RecommendatioRe New Investigators

6. PERRCs should track the extenivtich new investigators retain their involvement in public health
preparedness and emergency response research. Overall, PERRCs should develop a more systematic
way of assessing the impact of PERRC training on the careers of researchers who are néelto the

Program responseConcur

ERPO las taken theinitiative to tradk new investigator involvement by assessingthe impact of PERRC
trainingon the careers ofnew investigators by tracing publtations, conferences proceeadings/abstrads,
and other types of products ortools where new investigatora @ork was invohed, asreported by PERRG in
interim and annual reports.

ERPFO willcompilealist of new investigators trained in PERRG and will tradk their research interest based
on their future publicaionsin peer reviewed journals. RFO will upate the list ssmiannually.

It is impatant to notethat without significant PHPRSresearch funding, it is dificult to

attraa and retain researchers. With diminishing research funding, new investigators will lookfor
opportunities in otter fields there will be long-term career benefits even if not directly linked to public
hedth preparedness sience.

Core RecommendatioRe New Investigators

7. If there are future funding opportunities for research in PHPRS,gheyld continue to encourage
awardees to train new investigators and students, in order to grow the multidisciplinary field of PHPRS
researchers.

Program response: Concur in principle

Toaddress thisrecommendation, as allowed by departmental and agency regulations for fundingresearch
grant awardsand as appropriate for the objedives of the research initiative, OPHPRwill include language
in future PHPRSelated FOAs toencourage applicants to train students and new investigators . For
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example, as appropriate, thiscriterion can beincluded as aFOA Addiional Review Criterion, and
consickred amongthe fundingpriorities duingthe programmatic review of applications.

Core RecommendatioRe Advisory Committees

8. As appropriate, PERRCs should congdbancing the involvement of: the business community,
elected officials, public safety professionals and emergency management personnel. In addition, they
should ensure representation of academics from disciplines often urefgesented in public health
preparedness and response systems research (e.g., business, engineering, psychology, sociology,
anthropology, political science, economics, social work, and other health science professionals).

Program response: Concur in principle

Toaddress thisrecommendation the program will encourage the PERRG to enhance the invohement of
members, as appropriate, from theseother areas. Qurrent Advisay Committee membershipacross the
PERRG irclude individuals from diversedisciplines,who have been involhed since the start of the PERRG
(includingthe disciplines cdled-out in thisrecommendation), and have a depth of knowledge of the
PERRG.

Atthis point in time, the PERRG are winding down tleir research projeds and there may be less lenefit
from addingnew advisay members. However, in guidance sent to the PERRGfor preparing their progress
report and FY 201 2applications for continued funding, BRFO tas ircluded language encouraging the
PERRG whoare rotating in new Advisay Committee members to consicer filling the gapswith individuals
representing the range of disciplinesand domeins nmentioned abowve, espedally asrelevant to the researd
areas ofthe PERRC

Core RecommendatioRe Advisory Committees

9. The workgroup encourages greater useadject-specific advisory groups where appropriate. The
expanded participatory advisory committee concept already adopted by some PERRCSs, with greater
O2YYA(GUGSBY & KLINIRASOG LI NHAOALNF GA2Y A& | 3I22R 2yS

Program response: Concur imipciple

PERRG wil continueto useprojec-spedfic advisay groups to theextent possibé. Those indpendent
projects that do not have spedfic advisory groups will beencouraged to continueto obtain advice or input
on theresearch from partnersand organizations across the publiteath system at conferences, nmeetings,
and through other avenues. ThePERRG are windingdown their research projects and there may be less
benefit from establishinga new advisay group orcreating new projec-spedfic advisay committees at
this point in the pojed cycle.

Core RecommendatioRe Collaboration across Centers
10. Mechanisms should be created to enhance networking of both new and established investigators
across centers. These mechanisms could inatledelopment and implementation of
a. A searchable database of PERRC investigators to include research interests and disciplinary foci
b. A webbased forum to allow investigators to interact with each other around specific topics of
mutual interest
c. A clearinghous of surveys, tools, research findings accessible by PERRC investigators
d. Monthly webinar series organized by topic areas or crmgting research themes for the PERRCs
to share research result and lessons learned
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PERR@ProgramResponseto ExternalPeer Review (continued)

Program Respons® 10 (Overview)

ERRO concurs in ginciple with the recommendation to create mechanismsfor enhancing the networking
of investigators acrosscenters. Some of the suggsted mechanismsare already in place For example,
ERFO holds etworkingsessions oPERFCinvestigators acrosscenters duing PERRCannual meetings, the
NACEHOPublic Hedth Preparedness Summit (2011,2012), and the Public Health Services and Systems
Researdh Keeneland Conference (2010). Thesemeetings have been excellent venues for fostering
networking, and the program will continueto do so to theextent possble.

Program Responsgl0a): Concur in principle

Sgnificant resources will be needed to develop any searchable database. Asan dternative the ERFO wil
engage the ASHH to determinetheir ability to develop aMicrosdt Excel or Accessfile and providethis
information to PERFCinvestigators thru the secure PERRCWorkgroup site(Association of Schoots Public
Health PERRC forjintf possibé, we could then request updated information about research interestsand
disciplinary focusfrom all PERRC inestigators.

Program Responsg0b): Concur

A seaure web-based forum for PERRG already existsat (Association of Schools of
Public Health PERRC forumndwas made available by the ASRH at the program@
reqguest. All PERRCinvestigatorswere provided with login credentials for free access to thesite. ERFO is
working toencouragethe PERR@ @eof this siteby posting program-related announcements and
documents on the SR wakgoup websie.

Program Responsgl0c): Concur in principle

Toaddress thisrecommendation, ERFO willengagethe ASRH to determinetheir ability to develop, with
the help from PERRG, aclearinghouseof surveys, tools, and research findings. If possibé, BRRO would
then work with ASRH to meke this infformation available, with consent from PERRCinvestigatorsto post
any unpublisted data collecion methodsand findings, onthe ASRH website (Association of Schools of
Public Health PERRC fofurihe access to that siteisrestricted to PERRCinvestigators to sfeguard PERRC
investigatorsQntellectual property.

Program Responsgl0d): Concur in principle

ERPFO established monthly webinars at the beginningof the program. Duringthe subgquent Annweal
Program meeting, the PERRGexpressd their lack of enthusiasmabout continuingthe webinar series
becauseof the time commitment in preparing for them. Alternatively, ERFO has encouraged PERRC
investigators to visitCDCto give seminars on tteir research depending on their fundsand availability.
Snce May 2010, ERPO hasfeatured eight seminar presentationsat CDC, which are also £heduled as
webinars toallow other PERRCinvestigators, collaborators and pradice partnersat state and locd headth
departments to participate. ERFO has arranged PERRG participation/presentations in the monthy
Biosurveillance Forum meeting of CDQ@ Tfice of Qurveillance, Epicemiology, and Laboratory Services. In
addition, theprogram has collaborated with CPHPRR Division oEnergency Operations tofeature PERRC
webinar presentations thru the dinician Outreadh Communication Activity (QOCA) cdls with clinicd
praditioners. In 2012, he ASRH will hostfour PERRCwebinars that will be advertised to a much wider
audience of publichedth researchersand praditioners including thosefrom the state and locd health
departments. Tofurther address thissecommendation ERFO willexplore the availability ofresourcesand
level of participation for reinstituting a monthly webinar series with thePERRG that is arganized by
comparable topic areas and/or crosscutting preparedness themesfor the PERRG to slare research results
and lessonséamed.
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PERR@ProgramResponseto ExternalPeer Review (continued)

Recommendation Re: Progress in Individual Research and Evidence of Impact
11. OPHPR should work to developwpdated research agenda for public health preparedness and
response systems. The updated agenda should build upon the IOM recommended research priorities
that are the focus of the PERRCs. Future funding opportunities for PHPRS research should emphasize
a. Sysems research that addresses the challenges of integrating across the components of the public
health system
b. Interventional research (i.e. development and evaluation of new interventions)
c. Comparative effectivenessresearch (i.e., comparing what practices work best for whom and why)
d. Translaional orimplementation research (i.e., research into the barriers and facilitators of
implementing grategies ofproven efficacy ecrossdifferent settings and at-risk populations)
e. Mechanismsto encourage collaboration on joint research projects among avardees

Program response: Concur in principle

ERFO isconducting a systematic asessient of researc that has been funded by OPHPR oer the last five
years. Thereport from thisassessment is ineended to providefoundational information to suppat the
development of an updated preparednessresearch agendafor OPHPR Thereport will discuss the
outcome of previousresearch and howtheseresultscould beexpeded to contribute to preparednessand
responsepradice. Aworkgroup of pradice partners, ircludingpreparednesssystemsresearchers, is
planned to providesome ingjht on additional needs to beaddressed with an agendafor new research.
ERPO is panningto share the report with BSCin early 2013.

ERPO recognizes thescientific values ofthe recommendations 11a-d and will disuss withOPHPR
leadership how thisecommendation may influence our research agenda.

Recommendation Re: Progress in Individual Research and Evidence of Impact
12. In moving forward, there should lreater emphasis on demonstrating impact at the regional and
national levels

Program response: Concur in principle

ERPO isrequestingthe BSCprovide clarification whether dregional levef ignpact references thel0 HHS
regions orother. ERFO willcontinueto work with the PERRG toassessand demonstate the

impad/pot ential impad of research findings at the regional and national level, such as the information
that presented to the Ad HocWorkgroup in theResearch Impad Briefs. Although alimited slection of
Research Impad Briefs (only one per PERRCappeared in theprogram review materials, other examples
exist.

Tofurther address thisrecommendation, the ERFO iscurrently developing aframework for transkting
PERRCand other OPHPRfunded research findings to pgreparedness padtice, (anticipated to beavailable in
eary 2013. Implementation of the framework is inended to help OPHPRread abroader audience of
preparednessand resporse practitioners and fadlitate the useof science-based evidence to impad
preparedness pactice on theregional and national level.

Recommendation Re: Progress in Individual Research and Evidence of Impact

13. Asfuture funding opportunities for research in PHPRSbecome available, priority should be givento
demonstrating longer term impact and scalability ofinterventions and drategies.
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Program response: Concur in principle

ERFO concurs in pinciple with the recommendation. ERFO will wak with the Office of Science and Public
Hedth Pradice, PHPR3 Division ofate and Locd Readiness,and the Gfice of the Diredor to determine
how best to address thissecommendation when future fundingopportunities for PHPRSresearch become
available. Hforts to address thisrecommendation are suljec to conditions €t forth by departmental and
agency regulations for funding research grant awardsand as aligned with the objedives ofthe applicable
research initiative. ERFO has ircluded in theguidance that is @nt out to PERRGfor their progress
reporting arequest to identify the research outcomes that are expeded to have a longterm impad, and
the potential for scalability.

Recommendation Re: Progress in Individual Research and Evidence of Impact

14. The further development and dissemination of research impact statements gould be given priority
over the next 12-18 months. Theseimpact statements sould be used more effectively to engagewith
key policymakers and dedsionmakers atthe state and local levels.

Program response: Concur
ERFO will

A Continueworkingwith PERRG to updite already developedesearc Impad Briefs

A Ergagethe PERRG in ceterminingadditional examples ofresearch impacts and develop atimeline
to prepare additional briefs for other research outcomes. In somesituations, thedisemination of
someof the briefs may need to wait until the research results rave been publisted in peer-
reviewed journals.

A Work with the OPHPR Office of Communication and the Office for Policy and Program Ealuation,
with input from the PERRs, to cevelop astrategy for usingthesebriefs mae effectively to
communicae the preparednessand responseimpad of PERRCresearc. For example, hard copies
of PERRCapproved briefs were shared with practitioners at the 2012Public Hedth Preparedness
mmit. This stategy may identify more effecive ways tousethe briefs toengagerelevant
policymakers and dedsion nakers.

A After the Briefs-related information has keen pubished in peer reviewed journals orthe
investigators give consent to share the Briefs containingunpublisted research findings, these
documents will beposted on £cure ASPH website (Association of Schools of Public Health PERRC
forum) to shere among all PERRG.

Recommendation Re: Progress in Individual Research and Evidenoepaict
15. Wherever possble, PERRCstwould usewell-established methods for constructing caseexamples for
return on investment (ROI)of their research.

Program response: Concur in principle

ERFO willencourage the PERRG to cevelop examples of ROI, to the extent possibé, from the varied
research outcomes. There is oneexample from UNCPERRCwhere research evidence suggested changes to
improvethe useof regional resporse teamsand the NC suveillance systems. The state hedth department
implemented changes based upon theresearch outcomes and saved onemillion dollars, a30%savings.
Dueto the reduction in UNCPERRCfunding, plans toevaluate the benefits ofimplementing that change
have beenplaced on hold.

Tofurther address therecommendation, duringthe PERRCannual meeting (Feb 20, 202), the ERRO
encouraged the PERRG tofind ways to cemonstate ROl in their research, iftheir resoucesallow to do so.
Theconstruction of caseexamples onROI can beconsidered infuture FOAs as another way to address this
recommendation.
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	CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC) 
	OFFICE OF PUBLIC HEALTH PREPAREDNESS & RESPONSE (OPHPR) 
	BOARD OF SCIENTIFIC COUNSELORS (BSC) MEETING 
	 
	1600 Clifton Road, NE 
	Atlanta, GA 
	May 1-2, 2012 
	 
	DAY 1
	DAY 1
	 

	 
	WELCOME / INDIVIDUAL INTRODUCTIONS / OPENING REMARKS 
	 
	Thomas Inglesby, MD, Chair, OPHPR BSC, and Ali Khan, MD, MPH, OPHPR Director, welcomed all participants to the BSC meeting. Dr. Khan remarked on the constantly changing threat environment, noting recent news in The Economist regarding experimental modification of the flu virus virulence, and thanked the Board for coming together to provide OPHPR guidance and advice and for their assistance to help CDC think critically about our efforts to keep our country safe. 
	 
	REVIEW OF FACA CONFLICT OF INTEREST 
	 
	Daniel M. Sosin, MD, MPH, Deputy Director and Chief Medical Officer, OPHPR and the Designated Federal Official (DFO) for the OPHPR BSC called the BSC meeting to order and took roll. BSC Special Government Employee (SGE) Board Members, ex officio Board Members, and liaison Board Members participating in-person and by phone are listed in Appendices A and B. Quorum was met. 
	 
	Dr. Sosin reviewed the duties of the Board per the BSC charter. Dr. Sosin asked for members to self-identify any conflicts of interest; none noted. Dr. Sosin asked that if, in the process of the two days of deliberations, a BSC Member believed that they did have a conflict of interest, s/he should draw that to his attention. 
	 
	REVIEW OF UPDATES TO OPHPR RESPONSES TO BSC WORK GROUP REPORTS AND RECOMMENDATIONS 
	 
	For each recommendation for which the BSC requested an updated response, OPHPR provided written updates to the BSC members prior to the May BSC meeting. OPHPR provided responses to BSC Work Group reports and recommendations from the following Divisions: 
	 
	• Division of Emergency Operations 
	• Division of Emergency Operations 
	• Division of Emergency Operations 

	• Division of Select Agents and Toxins (DSAT) 
	• Division of Select Agents and Toxins (DSAT) 

	• Division of Strategic National Stockpile (DSNS) 
	• Division of Strategic National Stockpile (DSNS) 

	• Division of State and Local Readiness (DSLR) 
	• Division of State and Local Readiness (DSLR) 


	 
	BSC members were invited to comment on or ask questions regarding the updated responses in the order listed above. 
	 
	Division of Emergency Operations (DEO) 
	 
	SGE: Is the emergency operations center (EOC) to be tasked with providing all public health actions associated with CDC’s polio eradication effort? 
	 
	CDC: Primary leadership and response management for polio eradication will remain with CDC’s Global Immunization Division in the Center for Global Health. DEO has created the supporting infrastructure and standard operating procedures within the CDC EOC. 
	 
	SGE: What’s the capacity of the CDC EOC to respond to the next incident? 
	 
	CDC: Our capacity within the Division is very limited. At a minimum, we try to support coordination of emergency travel in support of the response. If it is a more complicated or larger response, then we have to bring in additional resources from throughout CDC to respond. In a scenario in which the DEO EOC has to support the response to more than one event at a time, it is challenging to determine when and how to effectively shut down one event response and transition support to the remaining event. 
	Division of Select Agents and Toxins (DSAT) 
	 
	SGE: Responses to several of the BSC recommendations indicate that an information system to be functional in 2014 will address the issues raised in the BSC recommendation: “Can CDC be confident that the identified solution will meet future needs? That is, is DSAT ‘skating to where the puck will be’?” 
	 
	CDC: This BSC review was done in 2008, but many of these issues still need to be addressed. A lot of the issues are information technology (IT)-related and are being informed by current events. It is a very fluid environment, and there are political and programmatic overlays to this. If there is a topic that warrants more work with the workgroup, we can do that. 
	 
	SGE: What is the current status of SARS-associated coronavirus on the special agents and toxins list? University of Pittsburgh did a critical risk assessment of this agent and recommends special handling for similar agents that have the potential to initiate large scale epidemics. 
	 
	CDC: The Special Agents and Toxins regulations are being rewritten now. SARS-associated coronavirus will be included in the new regulations. 
	 
	SGE: BSC Request for Information (RFI): At a future BSC meeting, OPHPR should consider providing the BSC a demonstration of the SABRE-CAT and other biosecurity risk evaluation software products that are being evaluated for use by DSAT and USDA. 
	Division of Strategic National Stockpile (DSNS) 
	 
	SGE: What is the reading level of the information materials distributed by DSNS to support distribution of emergency medical supplies?  CDC should ensure that the health education materials distributed make sense to our public.  There’s a huge body of literature that speaks to the reading level to use, the number of pictures supplementing text, etc., depending on the population we’re speaking to. 
	 
	CDC: CDC reviews educational material for reading level and comprehension and agrees with the BSC comment. 
	 
	SGE: BSC Request for Information (RFI): Within the DSNS response, it would be useful to know a little more about what the statement, “The principal barriers are leadership, apathy, decreasing grant funds and the lack of personnel to mount a large-scale dispensing effort.” means. “Whose leadership?” 
	 
	CDC: As DSNS staff was unavailable to respond during the discussion period, CDC will provide follow-up to this question. 
	 
	SGE: What does “DSNS analyzed the utility of the 12-hour push package” mean? 
	 
	CDC: DSNS is reevaluating where they can move materials and the exact items that people need rather than sending the whole push package in the first 12 hours following the initiation of a federal response. As a result of this assessment, DSNS is slowly phasing-out some of the 12-hour push packages, but not all. In addition, CDC has multiple redundant transportation contracts – both air- and land-based. So DSNS is determining the circumstances in which they should move away from the push package to a modalit
	 
	SGE: Another area is the issue of pediatric formulation. 
	 
	CDC: That is not a part of the DSNS review per se, but it is noted as an issue that needs to be considered. 
	 
	Ex Officio: Many of the emergency medical products needed for pediatric populations aren’t actually available in the SNS but need to be developed. ASPR consults with a group of pediatrics specialists on these issues. 
	 
	SGE: DSNS should also look at the extent to which we are working with other vulnerable groups to make sure they get the countermeasures they need. 
	 
	CDC: CDC agrees with the BSC member statement. 
	Division of State and Local Readiness (DSLR) 
	 
	SGE: Several of the DSLR responses to BSC recommendations marked “concur in principle” have now been addressed. Did money materialize to allow DSLR to address? 
	 
	CDC: No, new funding was not provided to DSLR for this purpose. DSLR established a governance board, and is using that board to define and implement a more formal process for Public Health Emergency Preparedness (PHEP) and Hospital Preparedness Program (HPP) grant alignment and performance monitoring.  DSLR met the intent of what the Board had recommended in those instances where the recommendation is reported as having been addressed. 
	 
	SGE: Can you speak to the prioritization shift from the Targeted Capabilities List? 
	 
	CDC: OPHPR wound up with 15 PHEP capabilities and prioritized those capabilities into Tier 1 and Tier 2. 
	CDC LABORATORY PREPAREDNESS: SCIENCE AND PRACTICE 
	 
	Joanne Andreadis, PhD, OPHPR’s Senior Advisor for Laboratory Preparedness 
	• Provided an overview of the laboratory portfolio that OPHPR funds across the agency 
	• Provided an overview of the laboratory portfolio that OPHPR funds across the agency 
	• Provided an overview of the laboratory portfolio that OPHPR funds across the agency 

	• Shared information on collaborative projects with other federal partners 
	• Shared information on collaborative projects with other federal partners 

	• Introduced speakers who briefed the BSC on specific laboratory initiatives at CDC that address preparedness and response. 
	• Introduced speakers who briefed the BSC on specific laboratory initiatives at CDC that address preparedness and response. 


	 
	Laboratory portfolio 
	• Internally focused (PHEP is externally focused). NOTE: Both the lab portfolio and PHEP support CDC’s National Strategic Plan for Public Health Preparedness and Response. 
	• Internally focused (PHEP is externally focused). NOTE: Both the lab portfolio and PHEP support CDC’s National Strategic Plan for Public Health Preparedness and Response. 
	• Internally focused (PHEP is externally focused). NOTE: Both the lab portfolio and PHEP support CDC’s National Strategic Plan for Public Health Preparedness and Response. 

	• Objective 4 of the National Strategic Plan: Advance surveillance, epidemiology, and laboratory science and service practice by integrating public health preparedness and response data reporting systems and processes, as well as increasing surveillance, epidemiology, and laboratory science research, equipment, modeling, and tools 
	• Objective 4 of the National Strategic Plan: Advance surveillance, epidemiology, and laboratory science and service practice by integrating public health preparedness and response data reporting systems and processes, as well as increasing surveillance, epidemiology, and laboratory science research, equipment, modeling, and tools 

	• FY2012 lab portfolio funding ceiling: $36,505,389 
	• FY2012 lab portfolio funding ceiling: $36,505,389 


	 
	Public health labs 
	• Must be ready 24/7 to respond 
	• Must be ready 24/7 to respond 
	• Must be ready 24/7 to respond 

	• Federal, state, and local public health laboratories are part of a national network serving as the first line of defense against public against health threats 
	• Federal, state, and local public health laboratories are part of a national network serving as the first line of defense against public against health threats 

	• Engage in activities such as: 
	• Engage in activities such as: 

	o Investigative & emergency response 
	o Investigative & emergency response 
	o Investigative & emergency response 

	o Surveillance 
	o Surveillance 

	o Training and education 
	o Training and education 

	o Applied research 
	o Applied research 



	 
	CDC’s Laboratory Response Network (LRN) 
	• Integrated national and international laboratory network 
	• Integrated national and international laboratory network 
	• Integrated national and international laboratory network 

	• Coordinates rapid responses to public health threats 
	• Coordinates rapid responses to public health threats 


	 
	Laboratory Portfolio 
	• Three areas of focus 
	• Three areas of focus 
	• Three areas of focus 

	o Public health and applied research 
	o Public health and applied research 
	o Public health and applied research 

	o Information management 
	o Information management 

	o Laboratory diagnostics deployment and use 
	o Laboratory diagnostics deployment and use 


	• Main objective: Support coordinated investments that improve our ability to identify threats, guide treatment, and inform public health action 
	• Main objective: Support coordinated investments that improve our ability to identify threats, guide treatment, and inform public health action 

	• All-hazards approach, in support of the PHEP, includes events that are natural or environmental, chemical, biological, radiological, and explosions or trauma 
	• All-hazards approach, in support of the PHEP, includes events that are natural or environmental, chemical, biological, radiological, and explosions or trauma 

	• Future goals: Support development of advanced (faster, broader, more informative) diagnostics including 
	• Future goals: Support development of advanced (faster, broader, more informative) diagnostics including 

	o Test methods that allow us to look for thousands of targets in a single test 
	o Test methods that allow us to look for thousands of targets in a single test 
	o Test methods that allow us to look for thousands of targets in a single test 

	o Syndrome-based panels 
	o Syndrome-based panels 

	o More open-ended diagnostics 
	o More open-ended diagnostics 



	 
	Main aims/concerns for FY 2012 
	• Maintain and improve LRN capability and capacity 
	• Maintain and improve LRN capability and capacity 
	• Maintain and improve LRN capability and capacity 

	• Develop a range of capabilities (infrastructure, workforce, and diagnostics) to identify, characterize, and respond to priority known, emerging, and unknown health threats 
	• Develop a range of capabilities (infrastructure, workforce, and diagnostics) to identify, characterize, and respond to priority known, emerging, and unknown health threats 

	• Improve information management systems to translate data to actionable information 
	• Improve information management systems to translate data to actionable information 

	• Improve methods to report and share data electronically 
	• Improve methods to report and share data electronically 


	 
	OPHPR funding is developing next generation laboratory capabilities 
	• Public Health & Applied Research: 36% of lab budget (~ $12.95 million) 
	• Public Health & Applied Research: 36% of lab budget (~ $12.95 million) 
	• Public Health & Applied Research: 36% of lab budget (~ $12.95 million) 

	o Goes toward methods and diagnostics development 
	o Goes toward methods and diagnostics development 
	o Goes toward methods and diagnostics development 

	o Methods and diagnostics development helps to 
	o Methods and diagnostics development helps to 


	 Identify, characterize, and sequence new strains that cause disease 
	 Identify, characterize, and sequence new strains that cause disease 

	 Maintain and improve methods for chemical agent detection in human samples 
	 Maintain and improve methods for chemical agent detection in human samples 

	 Develop nucleic acid amplification-based public health actionable assays for identification and characterization of high priority threat agents (e.g., F. tularensis) 
	 Develop nucleic acid amplification-based public health actionable assays for identification and characterization of high priority threat agents (e.g., F. tularensis) 

	 Expand mass spectrometry toxin detection methods for botulinum toxin, anthrax lethal factor, and ricin 
	 Expand mass spectrometry toxin detection methods for botulinum toxin, anthrax lethal factor, and ricin 

	• Laboratory Reporting and Data Exchange: 14% of lab budget (~ $5.27 million) 
	• Laboratory Reporting and Data Exchange: 14% of lab budget (~ $5.27 million) 

	o Supports the following initiatives 
	o Supports the following initiatives 
	o Supports the following initiatives 


	 Collaborate with the Council for State and Territorial Epidemiologists (CSTE) to develop, evaluate and endorse standards for electronic detection and reporting of notifiable diseases 
	 Collaborate with the Council for State and Territorial Epidemiologists (CSTE) to develop, evaluate and endorse standards for electronic detection and reporting of notifiable diseases 

	 Continue Public Health Laboratory Interoperability/Electronic Test Order and Result Reporting project with the Association of Public Health Laboratories (APHL) to create seamless connectivity between CDC and partnering public health Laboratory Information Management Systems (LIMS) 
	 Continue Public Health Laboratory Interoperability/Electronic Test Order and Result Reporting project with the Association of Public Health Laboratories (APHL) to create seamless connectivity between CDC and partnering public health Laboratory Information Management Systems (LIMS) 

	 Support secure real-time information exchange among public health partners through LRN Results Messenger (160 labs) and expand deployment of next generation Laboratory Information Management System Integration (LIMSi) 
	 Support secure real-time information exchange among public health partners through LRN Results Messenger (160 labs) and expand deployment of next generation Laboratory Information Management System Integration (LIMSi) 

	• Agent Detect Capacity, Reagent/Supplies, and Training: 50% of lab budget (~ $18.28 million) 
	• Agent Detect Capacity, Reagent/Supplies, and Training: 50% of lab budget (~ $18.28 million) 

	o Supports the following 
	o Supports the following 
	o Supports the following 

	 Specialized LRN technical training; proficiency testing; equipment maintenance; and calibration; supplies; exercises; coordination with federal, state, and local partners required to maintain a 24/7 robust response capacity for biological, chemical, or radiological health threats 
	 Specialized LRN technical training; proficiency testing; equipment maintenance; and calibration; supplies; exercises; coordination with federal, state, and local partners required to maintain a 24/7 robust response capacity for biological, chemical, or radiological health threats 

	 Implementation of Quality System Regulation to improve production, inventory management, and effectiveness of LRN-B reagents and support FDA 510K regulatory submissions 
	 Implementation of Quality System Regulation to improve production, inventory management, and effectiveness of LRN-B reagents and support FDA 510K regulatory submissions 

	 Provide centralized specimen receiving, processing and distribution services; storing and distribute specialized reagents and kits to the LRN 
	 Provide centralized specimen receiving, processing and distribution services; storing and distribute specialized reagents and kits to the LRN 



	 
	CDC collaborations with other Federal Partners 
	• CDC cultivates collaboration with the Biomedical Advanced Research and Development Authority (BARDA), Department of Homeland Security (DHS), and Department of Defense (DOD) 
	• CDC cultivates collaboration with the Biomedical Advanced Research and Development Authority (BARDA), Department of Homeland Security (DHS), and Department of Defense (DOD) 
	• CDC cultivates collaboration with the Biomedical Advanced Research and Development Authority (BARDA), Department of Homeland Security (DHS), and Department of Defense (DOD) 

	• Because collaborations have been successful, we’ve decided to scale these projects so that we can identify areas where we can work together and have a more cooperative approach rather than going alone 
	• Because collaborations have been successful, we’ve decided to scale these projects so that we can identify areas where we can work together and have a more cooperative approach rather than going alone 

	• Goals of collaboration 
	• Goals of collaboration 

	o Develop bioinformatics capability 
	o Develop bioinformatics capability 
	o Develop bioinformatics capability 



	o Create federal databases and a shared specimen bio-bank 
	o Create federal databases and a shared specimen bio-bank 
	o Create federal databases and a shared specimen bio-bank 
	o Create federal databases and a shared specimen bio-bank 

	o Cultivate new diagnostic assays and performance standards 
	o Cultivate new diagnostic assays and performance standards 

	o Develop standardized validation panels 
	o Develop standardized validation panels 



	 
	Anthrax Diagnostics: Priority Gaps and Actions 
	 
	Conrad Quinn, PhD, Senior Fellow, National Center for Immunization and Respiratory Disease (NCIRD) described current work on the anthrax Diagnostic Development Strategy 
	 
	Anthrax Diagnostic Development Strategy 
	• Aligned with the Public Health Emergency Medical Countermeasures Enterprise (PHEMCE) Scenario-Based Analysis 
	• Aligned with the Public Health Emergency Medical Countermeasures Enterprise (PHEMCE) Scenario-Based Analysis 
	• Aligned with the Public Health Emergency Medical Countermeasures Enterprise (PHEMCE) Scenario-Based Analysis 

	• PHEMCE Biologics Working Group high and medium priority anthrax diagnostics recommendations 
	• PHEMCE Biologics Working Group high and medium priority anthrax diagnostics recommendations 

	o High priority: rapid assay for the differential diagnosis of early inhalational anthrax in symptomatic individuals 
	o High priority: rapid assay for the differential diagnosis of early inhalational anthrax in symptomatic individuals 
	o High priority: rapid assay for the differential diagnosis of early inhalational anthrax in symptomatic individuals 

	o Medium priority: support research on biological markers of asymptomatic infection to B. anthracis 
	o Medium priority: support research on biological markers of asymptomatic infection to B. anthracis 



	 
	CDC recommendations to address gaps fell into two groups 
	• Current confirmatory diagnostics 
	• Current confirmatory diagnostics 
	• Current confirmatory diagnostics 

	o Methods include 
	o Methods include 
	o Methods include 

	 Culture of isolates 
	 Culture of isolates 
	 Culture of isolates 

	 Non-culture methods that are positive late in the course of disease 
	 Non-culture methods that are positive late in the course of disease 


	o Antimicrobial susceptibility may not be available within a clinically relevant period 
	o Antimicrobial susceptibility may not be available within a clinically relevant period 


	• Improved diagnostics 
	• Improved diagnostics 

	o Goals include 
	o Goals include 
	o Goals include 

	 Supporting the earliest diagnosis of infection 
	 Supporting the earliest diagnosis of infection 
	 Supporting the earliest diagnosis of infection 

	 Impacting effective treatment 
	 Impacting effective treatment 

	 Helping define the exposure zone 
	 Helping define the exposure zone 

	 Providing information to help triage of limited resources 
	 Providing information to help triage of limited resources 




	 
	CDC identified high and medium priority needs/gaps 
	• High priority needs/gaps 
	• High priority needs/gaps 
	• High priority needs/gaps 

	o Pre-symptomatic anthrax diagnostics 
	o Pre-symptomatic anthrax diagnostics 
	o Pre-symptomatic anthrax diagnostics 

	o Deployment of rapid antimicrobial susceptibility testing (r-AST) in the LRN 
	o Deployment of rapid antimicrobial susceptibility testing (r-AST) in the LRN 

	o Minimizing risk of latent infection from residual spores 
	o Minimizing risk of latent infection from residual spores 


	• Medium priority needs/gaps 
	• Medium priority needs/gaps 

	o Qualified user accessible, high-fidelity, whole genome sequence database for B. anthracis 
	o Qualified user accessible, high-fidelity, whole genome sequence database for B. anthracis 
	o Qualified user accessible, high-fidelity, whole genome sequence database for B. anthracis 

	o Method for collection and quantification of viable airborne B. anthracis spores 
	o Method for collection and quantification of viable airborne B. anthracis spores 

	o Rapid culture independent tests to confirm B. anthracis antimicrobial susceptibility 
	o Rapid culture independent tests to confirm B. anthracis antimicrobial susceptibility 



	 
	Exposure & Pre-symptomatic Anthrax Diagnostics Program 
	• Involves three difference CDC National Centers 
	• Involves three difference CDC National Centers 
	• Involves three difference CDC National Centers 

	o National Center for Immunization and Respiratory Diseases ( NCIRD) 
	o National Center for Immunization and Respiratory Diseases ( NCIRD) 
	o National Center for Immunization and Respiratory Diseases ( NCIRD) 

	o National Center for Emerging and Zoonotic Infectious Diseases (NCEZID) 
	o National Center for Emerging and Zoonotic Infectious Diseases (NCEZID) 

	o National Center for Environmental Health (NCEH) 
	o National Center for Environmental Health (NCEH) 


	• BARDA-funded thru FY 2013-Q1 
	• BARDA-funded thru FY 2013-Q1 

	• Designed to 
	• Designed to 


	o Sustain CDC Subject Matter Expertise in anthrax diagnostics, vaccines and Laboratory surge capacity 
	o Sustain CDC Subject Matter Expertise in anthrax diagnostics, vaccines and Laboratory surge capacity 
	o Sustain CDC Subject Matter Expertise in anthrax diagnostics, vaccines and Laboratory surge capacity 
	o Sustain CDC Subject Matter Expertise in anthrax diagnostics, vaccines and Laboratory surge capacity 

	o Provide cross-trained laboratory staff for laboratory surge capacity (NCIRD-NCEZID- NCEH) 
	o Provide cross-trained laboratory staff for laboratory surge capacity (NCIRD-NCEZID- NCEH) 

	o Support development of B. anthracis exposure and pre-symptomatic anthrax point of care and laboratory-based diagnostic tests 
	o Support development of B. anthracis exposure and pre-symptomatic anthrax point of care and laboratory-based diagnostic tests 

	o Build on CDC intellectual property and accomplishments 
	o Build on CDC intellectual property and accomplishments 



	 
	Additional Anthrax Management Team laboratory accomplishments 
	• Establishment of dried blood spots as a matrix for anthrax serology 
	• Establishment of dried blood spots as a matrix for anthrax serology 
	• Establishment of dried blood spots as a matrix for anthrax serology 

	• Draft laboratory diagnostic testing priority plan to guide program activities. 
	• Draft laboratory diagnostic testing priority plan to guide program activities. 


	 
	Laboratory Response Network Diagnostics Initiatives 
	 
	Toby Merlin, MD, Director, Division of Preparedness & Emerging Infections, National Center for Emerging and Zoonotic Infectious Diseases (NCEZID), provided an introduction to the Laboratory Response Network (LRN) 
	 
	LRN 
	• Network of membership labs 
	• Network of membership labs 
	• Network of membership labs 

	• Labs provide highly standardized and accurate testing that can assist and inform public health or law enforcement in their decisions or actions 
	• Labs provide highly standardized and accurate testing that can assist and inform public health or law enforcement in their decisions or actions 

	• Started with a focus on biological agents but has also moved to include chemical agents 
	• Started with a focus on biological agents but has also moved to include chemical agents 

	• An end-to-end test development and deployment system 
	• An end-to-end test development and deployment system 

	o Assay development 
	o Assay development 
	o Assay development 

	o Assay performance validation 
	o Assay performance validation 

	o Proficiency testing 
	o Proficiency testing 

	o Operational diagnostic testing 
	o Operational diagnostic testing 



	 
	LRN structure 
	• National Labs (n=3): responsible for 
	• National Labs (n=3): responsible for 
	• National Labs (n=3): responsible for 

	o Specialized strain characterizations 
	o Specialized strain characterizations 
	o Specialized strain characterizations 

	o Select agent activity 
	o Select agent activity 

	o Working with highly infectious biological agents and toxins 
	o Working with highly infectious biological agents and toxins 


	• Reference Labs (n>150) responsible for investigation and/or referral of samples 
	• Reference Labs (n>150) responsible for investigation and/or referral of samples 

	o Includes public health, military, veterinary, agriculture, food, and water testing labs 
	o Includes public health, military, veterinary, agriculture, food, and water testing labs 
	o Includes public health, military, veterinary, agriculture, food, and water testing labs 


	• Sentinel Labs (n~1,000s) 
	• Sentinel Labs (n~1,000s) 

	o Responsible for  
	o Responsible for  
	o Responsible for  

	 Routine diagnostic services 
	 Routine diagnostic services 
	 Routine diagnostic services 

	 Rule-out diagnostic testing 
	 Rule-out diagnostic testing 

	 Referral steps in specimen identification process 
	 Referral steps in specimen identification process 


	o Can test samples to determine if they should be shipped to reference or national labs for further testing 
	o Can test samples to determine if they should be shipped to reference or national labs for further testing 



	 
	Current efforts in LRN testing (in collaboration with Department of Homeland Security) will yield 
	• Improved ricin antigen detection assay 
	• Improved ricin antigen detection assay 
	• Improved ricin antigen detection assay 

	• Improved F. tularensis, Y. pestis, and Burkholderia species real-time polymerase chain reaction (PCR) assays 
	• Improved F. tularensis, Y. pestis, and Burkholderia species real-time polymerase chain reaction (PCR) assays 

	• Rapid antimicrobial susceptibility testing for B. anthracis and Y. pestis 
	• Rapid antimicrobial susceptibility testing for B. anthracis and Y. pestis 


	• Rickettsia species real-time PCR assay 
	• Rickettsia species real-time PCR assay 
	• Rickettsia species real-time PCR assay 

	• Strain repositories to support Public Health Actionable Assay (PHAA) standards 
	• Strain repositories to support Public Health Actionable Assay (PHAA) standards 


	 
	R&D efforts 
	• Use a tiered technology approach to pathogen identification including the following 
	• Use a tiered technology approach to pathogen identification including the following 
	• Use a tiered technology approach to pathogen identification including the following 

	o MassTag PCR: supports rapid multiplexed PCR detection of up to 20 known biothreat agents) 
	o MassTag PCR: supports rapid multiplexed PCR detection of up to 20 known biothreat agents) 
	o MassTag PCR: supports rapid multiplexed PCR detection of up to 20 known biothreat agents) 

	o Microarray testing: uses microarrays for identification and characterization of unknown or emerging biothreats 
	o Microarray testing: uses microarrays for identification and characterization of unknown or emerging biothreats 

	o High throughput sequencing and metagenomic analysis: uses advanced laboratory instrumentation and robust bioinformatics to identify and characterize advanced or unknown biothreats 
	o High throughput sequencing and metagenomic analysis: uses advanced laboratory instrumentation and robust bioinformatics to identify and characterize advanced or unknown biothreats 



	 
	Current LRN challenges 
	• Declining preparedness funding 
	• Declining preparedness funding 
	• Declining preparedness funding 

	• Technology decision points (e.g., when/how to move from uniplex to multiplex testing) 
	• Technology decision points (e.g., when/how to move from uniplex to multiplex testing) 

	• Increasing need for bioinformatics 
	• Increasing need for bioinformatics 

	• Surge capacity 
	• Surge capacity 


	 
	CDC Laboratory Response to Chemical and Radiological Threat Agents 
	 
	Jim Pirkle, MD, PhD, Director, Division of Laboratory Sciences (DLS), National Center for Environmental Health (NCEH), discussed the chemical and radiological side of a laboratory response 
	 
	NCEH laboratory group (~ 430 staff) 
	 
	Chemical threat agents 
	• Goals 
	• Goals 
	• Goals 

	o Improve rapid detection, diagnosis, treatment and prevention of unsafe exposures to chemical threat agents 
	o Improve rapid detection, diagnosis, treatment and prevention of unsafe exposures to chemical threat agents 
	o Improve rapid detection, diagnosis, treatment and prevention of unsafe exposures to chemical threat agents 


	• Methods 
	• Methods 

	o Rapid Toxic Screen (developed by DLS) 
	o Rapid Toxic Screen (developed by DLS) 
	o Rapid Toxic Screen (developed by DLS) 

	 Measures 150 chemicals in the blood and urine 
	 Measures 150 chemicals in the blood and urine 
	 Measures 150 chemicals in the blood and urine 

	 Requires the use of 22 mass spectrometers and 100 people 
	 Requires the use of 22 mass spectrometers and 100 people 

	 Chemicals included in the Rapid Toxic Screen include 
	 Chemicals included in the Rapid Toxic Screen include 

	 Nerve agents (sarin, soman, tabun, VX) 
	 Nerve agents (sarin, soman, tabun, VX) 
	 Nerve agents (sarin, soman, tabun, VX) 

	 Mustards (nitrogen and sulfur) and incapacitating agents 
	 Mustards (nitrogen and sulfur) and incapacitating agents 

	 Ricin, mycotoxins 
	 Ricin, mycotoxins 

	 Cyanide-based chemicals, toxic metals 
	 Cyanide-based chemicals, toxic metals 

	 Drugs of abuse 
	 Drugs of abuse 




	• Surge capacity 
	• Surge capacity 

	o DLS accesses all mass spectrometry laboratories and staff 
	o DLS accesses all mass spectrometry laboratories and staff 
	o DLS accesses all mass spectrometry laboratories and staff 

	o NCEH cross-trains its staff 
	o NCEH cross-trains its staff 

	o Can expand to state Public Health Laboratories to help analyze samples 
	o Can expand to state Public Health Laboratories to help analyze samples 



	 
	Radiological threat agents 
	• Goals 
	• Goals 
	• Goals 


	o Improve rapid detection, diagnosis, treatment and prevention of unsafe exposures to radiological threat agents by measuring as many radionuclides as possible in urine 
	o Improve rapid detection, diagnosis, treatment and prevention of unsafe exposures to radiological threat agents by measuring as many radionuclides as possible in urine 
	o Improve rapid detection, diagnosis, treatment and prevention of unsafe exposures to radiological threat agents by measuring as many radionuclides as possible in urine 
	o Improve rapid detection, diagnosis, treatment and prevention of unsafe exposures to radiological threat agents by measuring as many radionuclides as possible in urine 


	• Methods 
	• Methods 

	o DLS is developing screen to rapidly measures 22 different radionuclides 
	o DLS is developing screen to rapidly measures 22 different radionuclides 
	o DLS is developing screen to rapidly measures 22 different radionuclides 

	o Requires 20 instruments and 44 people 
	o Requires 20 instruments and 44 people 


	• Concerns 
	• Concerns 

	o Lesser: Nuclear blast or a dirty bomb 
	o Lesser: Nuclear blast or a dirty bomb 
	o Lesser: Nuclear blast or a dirty bomb 

	o Greater: Poisoning and dispersive devices 
	o Greater: Poisoning and dispersive devices 


	• Challenges 
	• Challenges 

	o Radionuclides come in several forms 
	o Radionuclides come in several forms 
	o Radionuclides come in several forms 

	o Radioactive isotopes release alpha, beta, and gamma radiation 
	o Radioactive isotopes release alpha, beta, and gamma radiation 


	• Surge capacity 
	• Surge capacity 

	o Surge capacity for large numbers of samples is currently zero 
	o Surge capacity for large numbers of samples is currently zero 
	o Surge capacity for large numbers of samples is currently zero 

	o No additional capacity within DLS due to unique instrument requirements 
	o No additional capacity within DLS due to unique instrument requirements 

	o No state Laboratory Response Network-Radiological (LRN-R) exists 
	o No state Laboratory Response Network-Radiological (LRN-R) exists 

	o Current plans are for the establishment of 10 state LRN-R’s, but funding for this initiative is pending 
	o Current plans are for the establishment of 10 state LRN-R’s, but funding for this initiative is pending 



	 
	QUESTIONS & DISCUSSION (LABORATORY PREPAREDNESS) 
	 
	SGE: To what extent are you trying to use a large database to be used by others in the future? 
	 
	CDC: CDC built MicrobeNet, a user-friendly online database for pathogen identification which will allow us to share our phenotypic and genotypic knowledge of our vast microbial collection with the public health, medical and scientific communities and allow them even faster access to information that could lead to rapid response to emerging infectious disease problems. We also have the ability to link what we’re doing together with other federal agencies. We believe in liberating data and information. 
	 
	SGE: On the chemical side, how soon can you get lab results back? 
	 
	CDC: About 8 chemicals within 4 hours; everything else within 36 hours. 
	 
	SGE: Can you talk more about mass spectrometry and using it in toxics identification? How deployable is it and is that an important part of the system? 
	 
	CDC: We need to make sure we have a good capacity. We need to have the ability to perform 5,000 assays a day and right now we’re at 400. Therefore it makes sense to have dedicated labs with mass spectrometry expertise, and once you get the lab capability established in several places you can have these laboratories to run it through. In the next 5 to 7 years, we need to have those dedicated labs. 
	 
	Liaison: It was agreed that we need to preserve the capability to perform microorganism cultures. So we need to devise a system to maintain those capabilities. We also need to recognize that metagenomics is the future and begin to plan for that transition now. 
	 
	CDC: I would put in a plug for improved sample collection that will enable us to have a preserved sample that is there so that you can reference it in the future. 
	 
	CDC: Part of the CDC strategy is to stand up additional bioinformatics capability here so that we can be more involved. And the interagency activities we’re involved in are helping us to do that. 
	 
	SGE: To what extent can we measure degradation of public health lab capacity? Getting information on what is happening in the field is critical. 
	 
	CDC: There are a series of PHEP laboratory capability measures which should be sensitive to those changes. The LRN has identified some weaknesses in their capabilities including limited radiological lab capability.
	CAREER EPIDEMIOLOGY FIELD OFFICER (CEFO) PROGRAM RESPONSE TO EXTERNAL PEER REVIEW 
	 
	John Horan, MD, Director, CEFO Program, OPHPR, responded to the BSC working group’s nine (9) recommendations – concurring or concurring in principle with all recommendations (see: Appendix C) 
	 
	QUESTIONS & DISCUSSION (PROGRAM RESPONSE TO CEFO PEER REVIEW) 
	 
	SGE: I understand the practical aspects of figuring out what CEFOs do in order to define core competencies, but it is overly restrictive. This approach may be a very circular way of defining CEFO core competencies that provide the states with greater service. I would urge you not to stop there. It may be a good place to start but not to stop there. 
	 
	SGE: This is a wonderful program, but it’s not clear what it wants to be. How do you know that the CEFOs are in the right place, doing the right thing? The CEFOs come from many backgrounds; there’s got to be a vision of what the states need and what the CEFOs can bring to bear. This will help to prescribe a career growth for the CEFO and then you have a win-win scenario. 
	 
	SGE: I’m struck by the fact that you can’t offer assurance of continued employment. Is this a position that’s considered risky and if so, are you getting the best people? 
	 
	CDC: Yes, some people have indicated that they’re concerned about risk. Whether the risk is deterring others from coming into the field, I’m not sure. It may be the line of really good people is not as long as it used to be, but the ones we have are top-notch. 
	 
	SGE: When did this get started? 
	 
	CDC: It started in 2002 very closely related to the events that occurred in the fall of 2001. 
	 
	SGE: Is this the maximum number of CEFOs in the field? 
	 
	CDC: Currently, 32 CEFOs are in the field. We have requests from two states to fill two additional CEFO positions. 
	 
	SGE: You said ASPR declined participation in cost-sharing to help sustain one or more CEFO field positions. Can you tell me why? 
	 
	CDC: Lack of money in the Hospital Preparedness Program (HPP). 
	 
	Ex officio: While the PHEP and HPP cooperative agreements were aligned, funding wasn’t merged. There are different authorizations for the two programs and you have to work carefully around that. 
	 
	SGE: It seems that one of the issues is to ensure that CEFOs are as successful as possible in their places. I think a mentoring or coaching program for the CEFOs to deal with issues that arise in the working place would be helpful.
	RESEARCH PORTFOLIO BUDGET: INTRODUCTION AND OVERVIEW 
	 
	Bill Digioia, MBA, MA, Associate Director for Financial Resources Office (FRO), OPHPR, provided an overview of the OPHPR budget for FY 2012 
	 
	OPHPR receives Congressional appropriations in the form of budget activities 
	• FY012 ceiling: $1,280,632,457 
	• FY012 ceiling: $1,280,632,457 
	• FY012 ceiling: $1,280,632,457 

	o $152 million goes to other CDC Centers and Offices to support strategic objectives 
	o $152 million goes to other CDC Centers and Offices to support strategic objectives 
	o $152 million goes to other CDC Centers and Offices to support strategic objectives 

	o OPHPR is one of the few centers within CDC that disseminates funds to other Centers and Offices within the Agency 
	o OPHPR is one of the few centers within CDC that disseminates funds to other Centers and Offices within the Agency 

	o Bulk of the money funds multi-year projects originally awarded as continuation projects for a specified time period. 
	o Bulk of the money funds multi-year projects originally awarded as continuation projects for a specified time period. 


	• Two project review periods per annum (Reporting Period 1 and 2) 
	• Two project review periods per annum (Reporting Period 1 and 2) 

	o CDC programs report what they are doing with the money 
	o CDC programs report what they are doing with the money 
	o CDC programs report what they are doing with the money 

	o Objectives and deliverables defined 
	o Objectives and deliverables defined 

	o Progress toward achieving objectives and deliverables is reported 
	o Progress toward achieving objectives and deliverables is reported 



	 
	OPHPR portfolio 
	• Projects divided into the following categories (% of Total FY 2012 OPHPR funds per category): 
	• Projects divided into the following categories (% of Total FY 2012 OPHPR funds per category): 
	• Projects divided into the following categories (% of Total FY 2012 OPHPR funds per category): 

	o State/Local Public Health Preparedness (48.8%) 
	o State/Local Public Health Preparedness (48.8%) 
	o State/Local Public Health Preparedness (48.8%) 

	o Strategic National Stockpile (36.0%) 
	o Strategic National Stockpile (36.0%) 

	o Response/Recovery & Program Support (6.0%) 
	o Response/Recovery & Program Support (6.0%) 

	o Epidemiology and Surveillance (2.9%) 
	o Epidemiology and Surveillance (2.9%) 

	o Laboratory (2.9%) 
	o Laboratory (2.9%) 

	o Medical Countermeasures (3.4%) 
	o Medical Countermeasures (3.4%) 



	 
	OPHPR-funded epidemiology and surveillance projects at CDC 
	• 19 projects (largely conducted outside of OPHPR) 
	• 19 projects (largely conducted outside of OPHPR) 
	• 19 projects (largely conducted outside of OPHPR) 

	• Three centers/offices receive the most funding: National Center for Environmental Health (NCEH), National Center for Emerging and Zoonotic Infectious Diseases (NCEZID), and Office of Surveillance, Epidemiology, and Laboratory Services (OSELS) 
	• Three centers/offices receive the most funding: National Center for Environmental Health (NCEH), National Center for Emerging and Zoonotic Infectious Diseases (NCEZID), and Office of Surveillance, Epidemiology, and Laboratory Services (OSELS) 

	• Projects examples include 
	• Projects examples include 

	o Data Exchange and Dashboard Platforms: web-based system to join together epidemiologic and laboratory data in real time and enhance electronic information sharing of surveillance, outbreak, recall, and other data sharing 
	o Data Exchange and Dashboard Platforms: web-based system to join together epidemiologic and laboratory data in real time and enhance electronic information sharing of surveillance, outbreak, recall, and other data sharing 
	o Data Exchange and Dashboard Platforms: web-based system to join together epidemiologic and laboratory data in real time and enhance electronic information sharing of surveillance, outbreak, recall, and other data sharing 

	o Epidemiology Tools for Response: developing new functionality in Epi-Info to quickly create questionnaires based on standard vocabulary from the Public Health Information 
	o Epidemiology Tools for Response: developing new functionality in Epi-Info to quickly create questionnaires based on standard vocabulary from the Public Health Information 

	o Preparedness and Response Operations: providing training and tools necessary for public health professionals to prepare and respond effectively to nuclear or radiological events 
	o Preparedness and Response Operations: providing training and tools necessary for public health professionals to prepare and respond effectively to nuclear or radiological events 

	o Preparedness Modeling: providing the quantitative analytical expertise to comprehend the public health impact of, and to forecast the effects of interventions for a broad spectrum of public health sequellae associated with natural and human-caused disasters, including but not limited to disease outbreaks, chemical releases, radiological exposures, explosions, and natural disasters 
	o Preparedness Modeling: providing the quantitative analytical expertise to comprehend the public health impact of, and to forecast the effects of interventions for a broad spectrum of public health sequellae associated with natural and human-caused disasters, including but not limited to disease outbreaks, chemical releases, radiological exposures, explosions, and natural disasters 



	o Training/Capacity Building: enhancing state and local epidemiologic capacity for public health preparedness and response by assigning CDC epidemiologists to state and local health departments. 
	o Training/Capacity Building: enhancing state and local epidemiologic capacity for public health preparedness and response by assigning CDC epidemiologists to state and local health departments. 
	o Training/Capacity Building: enhancing state and local epidemiologic capacity for public health preparedness and response by assigning CDC epidemiologists to state and local health departments. 
	o Training/Capacity Building: enhancing state and local epidemiologic capacity for public health preparedness and response by assigning CDC epidemiologists to state and local health departments. 

	o Surveillance Systems: utilizing poison center data for real-time national surveillance 
	o Surveillance Systems: utilizing poison center data for real-time national surveillance 



	 
	OPHPR-funded laboratory projects at CDC: 
	• 19 projects 
	• 19 projects 
	• 19 projects 

	• Project examples include 
	• Project examples include 

	o Agent Detection: radionuclide screening and maintenance of laboratory capacity to detect and characterize 22 priority radionuclides, likely to be used in terrorist attacks 
	o Agent Detection: radionuclide screening and maintenance of laboratory capacity to detect and characterize 22 priority radionuclides, likely to be used in terrorist attacks 
	o Agent Detection: radionuclide screening and maintenance of laboratory capacity to detect and characterize 22 priority radionuclides, likely to be used in terrorist attacks 

	o Data  Exchange: maintenance and support in developing and promoting standard solutions for laboratory data management and exchange 
	o Data  Exchange: maintenance and support in developing and promoting standard solutions for laboratory data management and exchange 

	o Method and Assay Development: mass spectrometry toxin detection (botulism, anthrax and ricin) to strengthen diagnosis, treatment and prevention 
	o Method and Assay Development: mass spectrometry toxin detection (botulism, anthrax and ricin) to strengthen diagnosis, treatment and prevention 

	o Reagents/Supplies: providing reagents, equipment and supplies to Laboratory Response Network (LRN) laboratories 
	o Reagents/Supplies: providing reagents, equipment and supplies to Laboratory Response Network (LRN) laboratories 

	o Training: support of existing and new LRN protocols (maintaining bioterrorism agent detection proficiency) 
	o Training: support of existing and new LRN protocols (maintaining bioterrorism agent detection proficiency) 



	 
	OPHPR-funded Medical Countermeasures projects at CDC 
	• 19 projects 
	• 19 projects 
	• 19 projects 

	• Project examples include 
	• Project examples include 

	o Development of Informational Resources: quick reference cards for hazardous agents generically referred to as Non-Traditional Agents 
	o Development of Informational Resources: quick reference cards for hazardous agents generically referred to as Non-Traditional Agents 
	o Development of Informational Resources: quick reference cards for hazardous agents generically referred to as Non-Traditional Agents 

	o Stakeholder Participation and Priority Setting: Coordination with partner agencies such as FDA in healthcare delivery and adverse drug event (ADE) monitoring 
	o Stakeholder Participation and Priority Setting: Coordination with partner agencies such as FDA in healthcare delivery and adverse drug event (ADE) monitoring 

	o Achieving Regulation Compliance: ensuring that the receipt, storage, deployment and utilization of all current and future SNS-stockpiled investigational medical countermeasures for CBRN and other public health threat agents comply with FDA regulations (Code of Federal Regulations Title 21) 
	o Achieving Regulation Compliance: ensuring that the receipt, storage, deployment and utilization of all current and future SNS-stockpiled investigational medical countermeasures for CBRN and other public health threat agents comply with FDA regulations (Code of Federal Regulations Title 21) 

	o Vaccines: maintenance and storage of smallpox therapeutics and ensuring a continuous manufacturing capability allowing for a surge capacity if needed 
	o Vaccines: maintenance and storage of smallpox therapeutics and ensuring a continuous manufacturing capability allowing for a surge capacity if needed 



	 
	FY2013 funding allocation process 
	• OPHPR is currently soliciting new projects from the CDC community that address any one of 39 initiatives that align with OPHPR’s 8 strategic plan objectives 
	• OPHPR is currently soliciting new projects from the CDC community that address any one of 39 initiatives that align with OPHPR’s 8 strategic plan objectives 
	• OPHPR is currently soliciting new projects from the CDC community that address any one of 39 initiatives that align with OPHPR’s 8 strategic plan objectives 


	 
	QUESTIONS & DISCUSSION (RESEARCH PORTFOLIO BUDGET) 
	 
	SGE: What will OPHPR’s FY2013 budget look like if there’s a continuing resolution, and what does sequestration do to the office? 
	 
	CDC: If there’s a continuing resolution (CR), CDC programs can spend funds equivalent to the amount they had spent historically during the previous year. We look at what was obligated in the previous year and that’s what we will have to operate with under the CR. If sequestration occurs, all bets are off in relationship to this. We will have to go back to the budget reduction amount, determine where we can sustain the cuts, and go from there. 
	 
	SGE: So there will be a target for the office? 
	 
	CDC: Sequestration is applied at the budget authority level. So there’s some latitude but only within those lines. We used to have very broad budget authority, but now there’s not a lot of latitude. 
	 
	CDC: OPHPR does get significant dollars, but our current budget is about two- thirds of what it was a decade ago. By the time you do the slice and dice, there’s not a lot that goes to the local level, and we know what those impacts are. The other thing that’s gone is the evidence base for the public health preparedness program. There are no additional dollars for research and learning centers. Over half the money received by our office goes out to other programs. We would like to make sure we retain this fu
	 
	SGE: The last set of tables of initiatives that align with OPHPR strategic objectives -- talk about how that was put together and where does that come from? 
	 
	CDC: These initiatives were defined by workgroups. CDC and OPHPR stakeholders came up with these initiatives. CDC programs will be able to propose projects that address specific initiatives. After all project proposals come to OPHPR and are reviewed and scored, decisions are made on which to fund.
	ANTHRAX MANAGEMENT TEAM ACTIVITIES 
	 
	Tracee Treadwell, RN, DVM, MPH, Associate Director for Infectious Disease Preparedness, National Center for Emerging and Zoonotic Infectious Diseases (NCEZID), provided an introduction to the activities of CDC’s agency-wide Anthrax Management Team 
	 
	Anthrax Management Team (AMT) 
	• Addresses a broad range of topics including 
	• Addresses a broad range of topics including 
	• Addresses a broad range of topics including 

	o Surveillance 
	o Surveillance 
	o Surveillance 

	o Epidemiology 
	o Epidemiology 

	o Outbreak response and control 
	o Outbreak response and control 

	o Identification and characterization of organisms 
	o Identification and characterization of organisms 


	• Created to prioritize government activities to address anthrax threats and increase downstream impact of medical countermeasure-related activities 
	• Created to prioritize government activities to address anthrax threats and increase downstream impact of medical countermeasure-related activities 

	o 2001: interest in anthrax peaked; interest has been increasing over last 1-2 years 
	o 2001: interest in anthrax peaked; interest has been increasing over last 1-2 years 
	o 2001: interest in anthrax peaked; interest has been increasing over last 1-2 years 

	o Limited staffing and resources currently available 
	o Limited staffing and resources currently available 


	• Goals 
	• Goals 

	o Coordinate, integrate, and prioritize activities 
	o Coordinate, integrate, and prioritize activities 
	o Coordinate, integrate, and prioritize activities 

	o Improve external engagement and visibility of issues 
	o Improve external engagement and visibility of issues 

	o Utilize resources efficiently 
	o Utilize resources efficiently 

	o Improve tracking and follow-through of the activities 
	o Improve tracking and follow-through of the activities 


	• Structure 
	• Structure 

	o Agency-wide effort 
	o Agency-wide effort 
	o Agency-wide effort 

	o AMT has been structured to address the 12 functions described in the AMT organizational chart (see Figure) 
	o AMT has been structured to address the 12 functions described in the AMT organizational chart (see Figure) 


	• Achievable priorities 
	• Achievable priorities 

	o Identified by AMT, agreed upon by senior CDC leadership, reviewed and approved by CDC Director 
	o Identified by AMT, agreed upon by senior CDC leadership, reviewed and approved by CDC Director 
	o Identified by AMT, agreed upon by senior CDC leadership, reviewed and approved by CDC Director 

	o Spend plan for priorities submitted to OPHPR 
	o Spend plan for priorities submitted to OPHPR 



	 
	AMT (continued) 
	• Activities 
	• Activities 
	• Activities 

	o Consolidation of information about anthrax in one place on the CDC website 
	o Consolidation of information about anthrax in one place on the CDC website 
	o Consolidation of information about anthrax in one place on the CDC website 

	o Several meetings around medical countermeasures concerning treatment of exposed populations 
	o Several meetings around medical countermeasures concerning treatment of exposed populations 

	o Worker health and safety: update health guidance documents for workers involved in conducting environmental sampling 
	o Worker health and safety: update health guidance documents for workers involved in conducting environmental sampling 


	• Challenges 
	• Challenges 

	o Gaps in the science 
	o Gaps in the science 
	o Gaps in the science 

	o Lack of established processes 
	o Lack of established processes 

	o Eroding LRN laboratory capability and capacity 
	o Eroding LRN laboratory capability and capacity 


	• Needs 
	• Needs 

	o Better coordination and integration of anthrax activities 
	o Better coordination and integration of anthrax activities 
	o Better coordination and integration of anthrax activities 

	o Identified and redirected resources and personnel 
	o Identified and redirected resources and personnel 

	o Enterprise-wide commitment and engagement for critical studies to inform public health policies and clinical utilization above and beyond what is needed for an Emergency Use Authorization (EUA) or licensure 
	o Enterprise-wide commitment and engagement for critical studies to inform public health policies and clinical utilization above and beyond what is needed for an Emergency Use Authorization (EUA) or licensure 

	o FDA commitment to address regulatory scientific challenges 
	o FDA commitment to address regulatory scientific challenges 



	Approaches to Prioritize Use of Anthrax Vaccine 
	 
	Ray Strikas, MD, MPH, Education Team Lead, National Center for Immunization and Respiratory Disease, reported on efforts to define approaches to prioritize use of Anthrax Vaccine Absorbed 
	 
	Anthrax Vaccine Absorbed (AVA) 
	• Marketed as BioThrax 
	• Marketed as BioThrax 
	• Marketed as BioThrax 

	• Only licensed anthrax vaccine for use in the United States 
	• Only licensed anthrax vaccine for use in the United States 

	• Licensed for persons aged 18-65 years of age for pre-exposure use as a series of five-intramuscular injections 
	• Licensed for persons aged 18-65 years of age for pre-exposure use as a series of five-intramuscular injections 

	o Use of AVA in ages <18 or >65 not approved 
	o Use of AVA in ages <18 or >65 not approved 
	o Use of AVA in ages <18 or >65 not approved 


	• For post-exposure prophylaxis (PEP): CDC recommends 60 days of antimicrobials in combination with 3 subcutaneous doses of AVA 
	• For post-exposure prophylaxis (PEP): CDC recommends 60 days of antimicrobials in combination with 3 subcutaneous doses of AVA 

	o PEP use of AVA not approved 
	o PEP use of AVA not approved 
	o PEP use of AVA not approved 



	 
	Current work with FDA 
	• AVA use as an Investigational New Drug (IND) for PEP in adults and children (non-mass event) 
	• AVA use as an Investigational New Drug (IND) for PEP in adults and children (non-mass event) 
	• AVA use as an Investigational New Drug (IND) for PEP in adults and children (non-mass event) 

	• IND for PEP in children during mass event (non-research and research) 
	• IND for PEP in children during mass event (non-research and research) 

	• Emergency Use Authorization (EUA) for PEP in adults in an event 
	• Emergency Use Authorization (EUA) for PEP in adults in an event 


	 
	Wide-area aerosol exposure event 
	• Refers to a large outdoor aerosol attack 
	• Refers to a large outdoor aerosol attack 
	• Refers to a large outdoor aerosol attack 

	• Potential to expose hundreds of thousands of people to anthrax spores 
	• Potential to expose hundreds of thousands of people to anthrax spores 

	• Primary and secondary aerosols may occur 
	• Primary and secondary aerosols may occur 

	• Risk of spore inhalation better understood for primary aerosolization, compared to re-aerosolization 
	• Risk of spore inhalation better understood for primary aerosolization, compared to re-aerosolization 

	• Primary interventions (e.g., administrative and engineering controls): effective ways to limit responder exposure, protect health 
	• Primary interventions (e.g., administrative and engineering controls): effective ways to limit responder exposure, protect health 


	 
	Vaccine distribution/administration focused on post-event AVA prioritization in the case of wide-area anthrax aerosol attack 
	• AVA supplies may be insufficient to protect the entire potentially-exposed population in wide-area anthrax aerosol attack 
	• AVA supplies may be insufficient to protect the entire potentially-exposed population in wide-area anthrax aerosol attack 
	• AVA supplies may be insufficient to protect the entire potentially-exposed population in wide-area anthrax aerosol attack 


	Policy for post-exposure prophylaxis AVA use after a wide-area anthrax aerosol attack 
	• Subject to change when (or if) new information becomes available 
	• Subject to change when (or if) new information becomes available 
	• Subject to change when (or if) new information becomes available 

	• Coordinated with (
	• Coordinated with (
	• Coordinated with (
	Guidance for protecting responders' health during the first week following a wide-area aerosol anthrax attack
	Guidance for protecting responders' health during the first week following a wide-area aerosol anthrax attack

	) 


	• Summer 2011: first draft of PEP AVA use policy 
	• Summer 2011: first draft of PEP AVA use policy 

	o Eleven subject matter experts reviewed guidance, provided input 
	o Eleven subject matter experts reviewed guidance, provided input 
	o Eleven subject matter experts reviewed guidance, provided input 

	o Public focus groups held to validate whether guidance makes sense 
	o Public focus groups held to validate whether guidance makes sense 

	o Briefings within CDC and with other federal partners have been planned 
	o Briefings within CDC and with other federal partners have been planned 


	• Next steps and anticipated timeline 
	• Next steps and anticipated timeline 

	o April-May 2012: Finish meetings with focus groups and review focus group work 
	o April-May 2012: Finish meetings with focus groups and review focus group work 
	o April-May 2012: Finish meetings with focus groups and review focus group work 

	o June-July 2012: Reassess and meet with steering group, experts 
	o June-July 2012: Reassess and meet with steering group, experts 

	o Fall 2012: Finalize findings, federal review, policy guidance approval 
	o Fall 2012: Finalize findings, federal review, policy guidance approval 

	o 2013: Develop implementation guidance with partners 
	o 2013: Develop implementation guidance with partners 


	• Policy document assumptions 
	• Policy document assumptions 

	o Limited amount of AVA will be available post-event 
	o Limited amount of AVA will be available post-event 

	o Vaccination won’t begin until 7-10 days post- event 
	o Vaccination won’t begin until 7-10 days post- event 

	o Directed toward Federal, State, and local health and emergency management officials 
	o Directed toward Federal, State, and local health and emergency management officials 

	• Policy does not consider 
	• Policy does not consider 

	o Long-term exposure risks to anthrax aerosols (> 6 months) 
	o Long-term exposure risks to anthrax aerosols (> 6 months) 

	o Prioritization for antibiotics 
	o Prioritization for antibiotics 

	o Specific worker safety requirements (e.g., personal protective equipment [PPE]) 
	o Specific worker safety requirements (e.g., personal protective equipment [PPE]) 

	o Policy decisions regarding pre-event AVA vaccination 
	o Policy decisions regarding pre-event AVA vaccination 

	o How to operationalize or implement the plan 
	o How to operationalize or implement the plan 


	 
	Important prioritization principles 
	• Primary aerosolization poses a greater risk than secondary aerosolization 
	• Primary aerosolization poses a greater risk than secondary aerosolization 
	• Primary aerosolization poses a greater risk than secondary aerosolization 

	• Responder categories based on activity and not by job title 
	• Responder categories based on activity and not by job title 


	 
	Prioritization scheme designed to tell who should receive vaccination post exposure 
	• TIER 1 
	• TIER 1 
	• TIER 1 

	o Individuals with potential exposure to primary aerosols of B. anthracis during the initial release 
	o Individuals with potential exposure to primary aerosols of B. anthracis during the initial release 
	o Individuals with potential exposure to primary aerosols of B. anthracis during the initial release 

	o Category 1 responders (i.e., forensic investigators, environmental remediation) 
	o Category 1 responders (i.e., forensic investigators, environmental remediation) 


	• TIER 2 
	• TIER 2 

	o Individuals without exposure to primary aerosols of B. anthracis BUT at potential risk for exposure to secondary aerosols of B. anthracis 
	o Individuals without exposure to primary aerosols of B. anthracis BUT at potential risk for exposure to secondary aerosols of B. anthracis 
	o Individuals without exposure to primary aerosols of B. anthracis BUT at potential risk for exposure to secondary aerosols of B. anthracis 

	o Non-Category 1 responders and laboratorians without exposure to primary aerosols of B. anthracis 
	o Non-Category 1 responders and laboratorians without exposure to primary aerosols of B. anthracis 


	• TIER 3 
	• TIER 3 

	o Individuals traveling through affected areas 
	o Individuals traveling through affected areas 
	o Individuals traveling through affected areas 

	o Individuals living in areas bordering affected areas 
	o Individuals living in areas bordering affected areas 



	 
	Focus groups (20 groups each containing 7 to 9 people) 
	• Input sought from the public on prioritization criteria and recommendations 
	• Input sought from the public on prioritization criteria and recommendations 
	• Input sought from the public on prioritization criteria and recommendations 

	• To be comprised of members of the general public, first responders, public health workers 
	• To be comprised of members of the general public, first responders, public health workers 

	• Being held in two cities: Seattle and one other (to be determined) 
	• Being held in two cities: Seattle and one other (to be determined) 


	 
	Additional vaccine team activities 
	• Developing vaccination cards 
	• Developing vaccination cards 
	• Developing vaccination cards 

	• Pediatric post-exposure prophylaxis protocols 
	• Pediatric post-exposure prophylaxis protocols 

	• Continuing discussions with FDA regarding route of vaccine administration and dosing schedule 
	• Continuing discussions with FDA regarding route of vaccine administration and dosing schedule 


	Anthrax Management Team (AMT) Communication Activities 
	 
	John O’Connor, MS, Associate Director for Communications Science, National Center for Emerging and Zoonotic Infectious Diseases, reported on the AMT’s communications activities 
	 
	AMT Communications Team identified 
	• CDC communications gaps related to the release of weaponized anthrax 
	• CDC communications gaps related to the release of weaponized anthrax 
	• CDC communications gaps related to the release of weaponized anthrax 

	• Need for consistent, up-to-date information that people can easily find at a single website (
	• Need for consistent, up-to-date information that people can easily find at a single website (
	• Need for consistent, up-to-date information that people can easily find at a single website (
	CDC Anthrax Information Page
	CDC Anthrax Information Page

	) 


	• Need for off-the-shelf communications products to be used immediately after an anthrax attack 
	• Need for off-the-shelf communications products to be used immediately after an anthrax attack 


	 
	Dual phase plan for addressing communication gaps, focusing on risk communication 
	• EARLY PHASE 
	• EARLY PHASE 
	• EARLY PHASE 

	o Communication products directed at the general public 
	o Communication products directed at the general public 
	o Communication products directed at the general public 

	o Focusing on first 72 hours post attack 
	o Focusing on first 72 hours post attack 

	o Sample messaging: Every day counts, get treatment, stay alive 
	o Sample messaging: Every day counts, get treatment, stay alive 


	• LATE PHASE 
	• LATE PHASE 

	o Communication products for other audiences (e.g., healthcare providers) 
	o Communication products for other audiences (e.g., healthcare providers) 
	o Communication products for other audiences (e.g., healthcare providers) 

	o Focusing on 72 hours and later 
	o Focusing on 72 hours and later 



	 
	Communication-specific goals 
	• Maintain credibility and public trust 
	• Maintain credibility and public trust 
	• Maintain credibility and public trust 

	o Provide regular, timely, accurate, accessible, consistent and comprehensive information 
	o Provide regular, timely, accurate, accessible, consistent and comprehensive information 
	o Provide regular, timely, accurate, accessible, consistent and comprehensive information 


	o Avoid speculation and conjecture 
	o Avoid speculation and conjecture 

	o Dispel rumors, misinformation and misperceptions ASAP 
	o Dispel rumors, misinformation and misperceptions ASAP 
	o Dispel rumors, misinformation and misperceptions ASAP 


	• Identify, train, and use highly credible spokespersons 
	• Identify, train, and use highly credible spokespersons 

	• Use all available channels of communications to ensure accessibility and availability in languages other than English 
	• Use all available channels of communications to ensure accessibility and availability in languages other than English 


	 
	Results of a national survey conducted to help inform messaging (3,698 respondents) 
	• Is inhalational anthrax a life-threatening disease?: >50%: did not know or were not sure if inhalational anthrax is life-threatening 
	• Is inhalational anthrax a life-threatening disease?: >50%: did not know or were not sure if inhalational anthrax is life-threatening 
	• Is inhalational anthrax a life-threatening disease?: >50%: did not know or were not sure if inhalational anthrax is life-threatening 

	• Can inhalational anthrax be passed from one person to another? 
	• Can inhalational anthrax be passed from one person to another? 

	o 37% of respondents knew that anthrax is not a contagious disease 
	o 37% of respondents knew that anthrax is not a contagious disease 
	o 37% of respondents knew that anthrax is not a contagious disease 

	o ~50% were unsure 
	o ~50% were unsure 

	o 14% thought inhalational anthrax is contagious 
	o 14% thought inhalational anthrax is contagious 


	• Would you comply with treatment? 
	• Would you comply with treatment? 

	o ~84% of respondents agreed to take antibiotics for a full 60 days if prescribed by a physician 
	o ~84% of respondents agreed to take antibiotics for a full 60 days if prescribed by a physician 
	o ~84% of respondents agreed to take antibiotics for a full 60 days if prescribed by a physician 


	• If instructed to stay in place, would you do so? 
	• If instructed to stay in place, would you do so? 

	o Only ~27% of respondents said they would stay in a community contaminated by anthrax if officials told them to stay there; suggests that messaging is needed for individuals evacuating as well as those staying in place 
	o Only ~27% of respondents said they would stay in a community contaminated by anthrax if officials told them to stay there; suggests that messaging is needed for individuals evacuating as well as those staying in place 
	o Only ~27% of respondents said they would stay in a community contaminated by anthrax if officials told them to stay there; suggests that messaging is needed for individuals evacuating as well as those staying in place 



	 
	Under development: two CDC anthrax websites 
	• Website 1: Day-to-day CDC website with consistent, up-to-date information about anthrax 
	• Website 1: Day-to-day CDC website with consistent, up-to-date information about anthrax 
	• Website 1: Day-to-day CDC website with consistent, up-to-date information about anthrax 

	• Website 2: Activation-ready site for use only if an attack occurs 
	• Website 2: Activation-ready site for use only if an attack occurs 

	o To include information that people need to know to survive 
	o To include information that people need to know to survive 
	o To include information that people need to know to survive 

	o Scenario-specific information can be added when available 
	o Scenario-specific information can be added when available 


	• Timeline for website completion 
	• Timeline for website completion 

	o FY 2012 
	o FY 2012 
	o FY 2012 

	 Mar: Vet website designs with AMT leadership and CIOs 
	 Mar: Vet website designs with AMT leadership and CIOs 
	 Mar: Vet website designs with AMT leadership and CIOs 

	 Apr-May: Build out both websites 
	 Apr-May: Build out both websites 

	 May: Test and review websites 
	 May: Test and review websites 

	 Jun-Jul: Finalize designs and content for websites, vet with AMT 
	 Jun-Jul: Finalize designs and content for websites, vet with AMT 

	 Aug: Clear content 
	 Aug: Clear content 

	 Sep: Launch day-to-day website; dark site ready when needed 
	 Sep: Launch day-to-day website; dark site ready when needed 


	o FY 2013 
	o FY 2013 

	 Update with new guidance and communications materials 
	 Update with new guidance and communications materials 
	 Update with new guidance and communications materials 




	 
	Additional communication steps 
	• Producing videos (at the request of the AMT) for use during a response 
	• Producing videos (at the request of the AMT) for use during a response 
	• Producing videos (at the request of the AMT) for use during a response 

	• Testing anthrax messages and materials with various audiences 
	• Testing anthrax messages and materials with various audiences 

	• Work with partners and stakeholders 
	• Work with partners and stakeholders 

	• Media training 
	• Media training 


	 
	Questions for the BSC  
	• Are these key messages appropriate during and event? 
	• Are these key messages appropriate during and event? 
	• Are these key messages appropriate during and event? 

	• Are there things we’re missing? 
	• Are there things we’re missing? 

	• Do the key messages make sense? 
	• Do the key messages make sense? 


	QUESTIONS AND DISCUSSION (ANTHRAX MANAGEMENT TEAM ACTIVITIES) 
	 
	BSC: I know there was a very well publicized exercise, in 2001, focused on smallpox, and its finding was that we’re not prepared. How are we using past lessons learned? To what extent are you working with lawyers and ethicists to find out if people resist care and or if they don’t want countermeasures? Are you working with those individuals? 
	 
	CDC: A lot of exercises have occurred. One of the first things we did was to review after action reports. We found that many of the AMT-relevant priorities are not unique to an anthrax event response. The AMT is also trying to leverage what our colleagues in influenza are doing. Some preparedness and response processes are not specific to a disease and we’re looking to see how we can use those more globally. That is also the same for communications – to try to learn about what worked and didn’t work. We hav
	 
	BSC: If it’s a wide-spread release, no matter how robust the response, you can’t get everyone through the system at once. So it goes beyond communication. How do we summon people? Do we do it alphabetically or by zip code or eye color? And those questions need to be look at with ethicists as well. 
	 
	CDC: That is very dependent upon the jurisdiction and what the mass prophylaxis campaign is. Each jurisdiction has some special considerations, and so they need to make some decisions on how they plan to operate based on those. There is no homogenous solution. It depends on each individual state’s plans. 
	 
	Liaison: So maybe there should be a sharing of best practices. 
	 
	CDC: Good point. We have tried to promote the sharing of best practices and will help facilitate that. We operate several listservs. We have some large scale and regional summits where folks are brought together and we could use those for disseminating best practices. You are also saying that we need a backup plan. If so, who should facilitate that? 
	 
	Ex Officio: The DOD has been very good about stepping up to the plate and offering their resources. There’re discussions on expanding the US Postal Service model. There is a lot of innovation out there and a number of exercises going on. 
	 
	CDC: The dispensing cycle is the hardest piece of this to make work. There are so many different modalities. We’ve created some partnerships with some non-traditional partners to assess this. 
	 
	CDC: So we need to consider multiple strategies to address dispensing? 
	 
	Ex Officio: We try to make these guidelines very static and they’re not. It’s not one size fits all. There are a lot of moving parts, and it continues to evolve. 
	 
	BSC: Are all the critical people involved in the process? You could try different models and see if they work. Doing that might reveal individuals who are being left out. Or you could superimpose your model over the top of an already used model and see where the outliers are or what is not being included. 
	 
	Liaison: By the time this prioritization is released, will the pediatric issues have been resolved? 
	 
	CDC: There’s agreement that if children have had exposure we recommend the use of the vaccine. We heard from individuals who provide vaccine that the word “investigational” makes people think that you’re using their children to test the vaccine. The LRN staff will be recommended for pre- exposure vaccination. CDC has begun to survey the staff to see if they would like it. Vaccination is voluntary. 
	 
	Liaison: You talked about a video and I’m thinking about the distribution model. The messaging and the way you distribute become complicated when looking at how to message for children and adult. 
	 
	Liaison: I didn’t hear anything about laboratory testing and I think that’s an area where we need to manage the public’s expectation. 
	 
	CDC: We’ll add it to the communication products, including fact sheets. 
	 
	BSC: I didn’t hear about getting input from first responders in the focus groups. I know that in some of the planning we were doing, we ran into some unexpected responses from first responders. 
	 
	CDC: We did meet last week with first responders; we’ll do more of that going forward. 
	 
	BSC: You should explore having conversations with Google and other search engines that if an event happens they flip a switch so that anthrax information would be the first thing to populate in the search. 
	 
	Liaison: A template for state and local health departments and templates for nongovernmental groups should be accessible for press release. And can you elaborate on the vaccine card? 
	 
	CDC: It is part of the toolkit. We’re guessing a little bit on what the scenario would be like. For example, if a person moves from one place to another, they need to have access to that information because each locale is not homogeneous in their processes. 
	 
	BSC: Physicians and hospital communities also need messaging. They need information in a way that is useable to them. 
	 
	CDC: As guidance is being recommended, we have access to members in American College of Obstetrics and Gynecology (ACOG) to help develop communication materials for their constituency. 
	 
	BSC: Communications have to be multifaceted. 
	 
	CDC: We’re working on a couple of different levels right now. If an event were to occur today, there’s a group that gets activated. They will provide communications on a variety of fronts. They check on various media outlets to see where there are inconsistencies and they address those miscommunications. There is no one easy way to communicate. 
	PUBLIC COMMENT PERIOD (DAY 1) 
	 
	No public comments were made.
	STRATEGIC NATIONAL STOCKPILE: NOVEL APPROACHES TO ANTIVIRAL DELIVERY 
	 
	Anita Patel, PharmD, MS, Division of Strategic National Stockpile (DSNS), OPHPR, reported on CDC’s work to evaluate different strategies for distribution of antivirals during an influenza pandemic or a similar scenario 
	 
	Timely antiviral treatment during an influenza pandemic 
	• Depends on success at every step 
	• Depends on success at every step 
	• Depends on success at every step 

	• DSNS wanted to evaluate possible process improvements 
	• DSNS wanted to evaluate possible process improvements 

	• In the 2009 H1N1 pandemic, commercial supply of antivirals was adequate but state and local health departments reported challenges 
	• In the 2009 H1N1 pandemic, commercial supply of antivirals was adequate but state and local health departments reported challenges 

	o Planning assumptions did not match reality of the actual pandemic 
	o Planning assumptions did not match reality of the actual pandemic 

	o Lacked visibility of commercial supply chain and state/local stores of antivirals 
	o Lacked visibility of commercial supply chain and state/local stores of antivirals 

	o Pediatric formulation temporarily unavailable at peak 
	o Pediatric formulation temporarily unavailable at peak 

	o “Spot” shortages reported 
	o “Spot” shortages reported 

	o Lack of standardized tracking methods 
	o Lack of standardized tracking methods 

	o Staffing issues (in some states) impacted ability to distribute and dispense antivirals 
	o Staffing issues (in some states) impacted ability to distribute and dispense antivirals 


	 
	Question: Can everyday systems be used to effectively distribute and dispense antivirals during a pandemic? 
	• Three large distributors distribute 90-95% of all pharmaceuticals in the US 
	• Three large distributors distribute 90-95% of all pharmaceuticals in the US 
	• Three large distributors distribute 90-95% of all pharmaceuticals in the US 

	o Delivery options: next-day, same-day or emergency 
	o Delivery options: next-day, same-day or emergency 
	o Delivery options: next-day, same-day or emergency 

	o Expertise: meeting demand, ordering, forecasting, inventory management, tracking, distribution 
	o Expertise: meeting demand, ordering, forecasting, inventory management, tracking, distribution 


	• ~60,000 pharmacies in the United States 
	• ~60,000 pharmacies in the United States 

	o Pharmaceuticals are their core business 
	o Pharmaceuticals are their core business 
	o Pharmaceuticals are their core business 

	o Accessible with convenient hours 
	o Accessible with convenient hours 


	• Pharmacists 
	• Pharmacists 

	o Highly trusted 
	o Highly trusted 
	o Highly trusted 

	o Can identify high risk patients 
	o Can identify high risk patients 

	o Expertise in medication distribution, dispensing, tracking, monitoring, patient counseling 
	o Expertise in medication distribution, dispensing, tracking, monitoring, patient counseling 


	• ~93% of Americans currently live within 5 miles of a retail pharmacy 
	• ~93% of Americans currently live within 5 miles of a retail pharmacy 


	 
	DSNS Antiviral Dispensing Project 
	• May 2011 through August 2012 
	• May 2011 through August 2012 
	• May 2011 through August 2012 

	• Key partners: ASTHO, NACCHO, American Pharmacists Association, National Association of Chain Drug Stores, National Community Pharmacists Association, and Rx Response 
	• Key partners: ASTHO, NACCHO, American Pharmacists Association, National Association of Chain Drug Stores, National Community Pharmacists Association, and Rx Response 

	• Goal: improve availability of and access to antivirals during an influenza pandemic 
	• Goal: improve availability of and access to antivirals during an influenza pandemic 

	• Key activities 
	• Key activities 

	o Explore feasibility, acceptability, cost, and impact of leveraging existing systems by sending SNS antivirals to pharmaceutical distributors and pharmacies to distribute and dispense 
	o Explore feasibility, acceptability, cost, and impact of leveraging existing systems by sending SNS antivirals to pharmaceutical distributors and pharmacies to distribute and dispense 
	o Explore feasibility, acceptability, cost, and impact of leveraging existing systems by sending SNS antivirals to pharmaceutical distributors and pharmacies to distribute and dispense 

	o Develop processes to align with usual commercial system practices (inventory control, pharmacy ordering, tracking, billing) 
	o Develop processes to align with usual commercial system practices (inventory control, pharmacy ordering, tracking, billing) 

	o Explore innovative financing mechanisms, e.g., how dispensing fees could be covered for uninsured/underinsured 
	o Explore innovative financing mechanisms, e.g., how dispensing fees could be covered for uninsured/underinsured 


	• Key areas for investigation 
	• Key areas for investigation 


	o What is the right proportion of antivirals that DSNS should sent to state health departments and what proportion to distributors? 
	o What is the right proportion of antivirals that DSNS should sent to state health departments and what proportion to distributors? 
	o What is the right proportion of antivirals that DSNS should sent to state health departments and what proportion to distributors? 
	o What is the right proportion of antivirals that DSNS should sent to state health departments and what proportion to distributors? 

	o What should be the triggers for release of DSNS stockpiles? 
	o What should be the triggers for release of DSNS stockpiles? 

	o How does DSNS best leverage the inherent strengths of its key partners? 
	o How does DSNS best leverage the inherent strengths of its key partners? 

	o How should state/locally stockpiled antivirals be used? 
	o How should state/locally stockpiled antivirals be used? 

	o Appropriate distribution strategies: “Prime the pump”? Per-capita? Demand-based? Mixed model? 
	o Appropriate distribution strategies: “Prime the pump”? Per-capita? Demand-based? Mixed model? 

	o Financing: How does the USG assure that cost/payment is not a barrier 
	o Financing: How does the USG assure that cost/payment is not a barrier 



	 
	A successful alternative antiviral drug distribution plan must 
	• Be feasible 
	• Be feasible 
	• Be feasible 

	• Address legal barriers, commercial partner interest, retail pharmacy throughput/simulations, and reach to non-pharmacy locations 
	• Address legal barriers, commercial partner interest, retail pharmacy throughput/simulations, and reach to non-pharmacy locations 

	• Meet the needs of uninsured 
	• Meet the needs of uninsured 

	• Have the ability to track assets 
	• Have the ability to track assets 

	• Support cost analysis 
	• Support cost analysis 

	• Be accepted by public health, distributors, pharmacy executives, pharmacists, providers, and the public 
	• Be accepted by public health, distributors, pharmacy executives, pharmacists, providers, and the public 


	 
	QUESTIONS & DISCUSSION (SNS: NOVEL APPROACHES TO ANTIVIRAL DELIVERY) 
	 
	Ex Officio: How do you track who pays for what? 
	 
	CDC: Users could be charged a dispensing fee. But “Who should pick up that charge?” is a concern and an issue we’re trying to address. 
	 
	BSC: Texas used this model, and the state contracted with the pharmacy. Physicians identified patients as uninsured or insured to determine which stockpile was used. 
	 
	Liaison: Tracking was the biggest issue. A different Medicaid number was to be used for antivirals that came from the stockpile. My concern was people coming by and getting medication over and over again. But it worked very well in Virginia. 
	 
	BSC: I am a little concerned with the process model that indicates that state or local health departments would be responsible for providing antivirals to the uninsured. This isn’t prophylaxis. This is filling physician prescriptions. LHDs are not equipped to do this efficiently. 
	 
	CDC: We did some modeling with Cornell University investigators based on adjusted epidemiological estimates derived from 4 previous pandemic scenarios. The goal was to maximize the percent of clinically ill people who can get their antiviral prescription filled at a pharmacy during a pandemic. We were looking at flu epidemiology to help predict triggers for release of federal assets. We wanted to minimize stock outs at store levels by optimizing inventory in the supply chain. 
	 
	We hope that this model will allow us to estimate the approximate burn rate of antivirals distributed through commercial systems in relation to epidemiological data. We are trying to establish how many partners we want in order to determine how many 
	distributors/pharmacies are needed and the impact of one vs. multiple commercial partnerships. 
	 
	The pharmacy simulations are being done in collaboration with ASTHO, National Association of Chain Drug Stores (NACDS), and National Association of Community Pharmacists (NACP). The focus of the simulations is to examine throughput and surge capabilities of average pharmacies. The independent pharmacy simulation occurred in March 2012, so we have some information. The large scale simulation will be in June 2012. The simulations look at dispensing under traditional pharmacy practice principles. The pharmacy 
	 
	The simulation will identify bottlenecks in dispensing and provide potential solutions. 
	 
	It is absolutely critical that we have asset visibility, be able to pull and manage the data, and be able to determine the appropriate level of information sharing for partners. 
	 
	BSC: How are you working with vulnerable populations (e.g., the elderly, disabled)? 
	 
	CDC: We found that many of those individuals have already partnered with pharmacies that deliver to them. We assume that those pharmacies will still be offering that as a service. But if that changes, we will need to look at that. 
	 
	BSC: I would suggest that we don’t completely assume business as usual. 
	 
	BSC: Have you simulated a scenario that required use of surge capacity? 
	 
	CDC: From a distribution standpoint, it’s not a problem. From a pharmacy position, it depends on how much they can handle. We’re simulating an alternative supply chain solution. It doesn’t try to model the existing pharmaceutical supply chain process. Real operations have not been applied here. 
	 
	BSC: I’m concerned that you may be comparing apples to oranges in these systems. 
	 
	CDC: I think it is apples and oranges. We would not compare what we’re doing here to that of an anthrax response. We believe we have the capability and we should leverage that. However, we may need to reconcile our outcome measures. 
	 
	Liaison: I think we should use the commercial supply chain to get things to people. The illustration indicating that health departments would dispense to underserved and tribal nation populations and to those attending public health clinics does not represent all the dispensing locations. Also, how do you avoid the public health system competing with the commercial supply chain? I think that’s an important issue. Public health is there to serve underserved populations. 
	 
	BSC: And I don’t think we [public health] should [serve the underserved populations] because we might exacerbate the problem. I would say setting up a two-tiered system may make things worse. 
	 
	BSC: The system has to be customized for each jurisdiction. There are some health departments that do provide services to the poor and uninsured, and others have community health locations. 
	 
	CDC: We also need to take into account the learning curve of the pharmacy staff. We need to brief them pre-pandemic so they will be more prepared. 
	 
	BSC: What about allergies? 
	 
	CDC: As part of the simulation we included individuals with asthma and chronic obstructive pulmonary disease. The pharmacy was aware of the preexisting condition and 3 out of 4 of those individuals were properly identified 
	 
	BSC: And the pharmacy should be a secondary check point. 
	 
	CDC: Regarding the disabled and vulnerable populations, we’re looking at faith-based community as well as other key partners to assist with that. We are also testing the willingness of others to go out and get the prescriptions for them. There’s high acceptability from the states to send someone out to gather their prescriptions. 
	 
	BSC: The assumption is that everyone will see a physician to get a prescription? 
	 
	CDC: Yes, and we’re also thinking of a nurse triage line. If people qualify for a prescription, that prescription will be called into the pharmacy. 
	 
	BSC: There’s a shortage of pharmacists; so in a surge, I’m not sure if they’re the way to go. 
	 
	BSC: You don’t anticipate changes in antiviral thresholds? 
	 
	CDC: We could see some adjustments and changes. You will see a maximum on the throughput end. Scalability of the model is there. 
	 
	ADJOURN DAY 1 
	DAY 2 
	CDC’S NATIONAL HEALTH SECURITY PREPAREDNESS INDEX 
	 
	Yoon Miller, Health Scientist, Office of Policy, Planning, and Evaluation, OPHPR provided an introduction to CDC’s National Health Security Preparedness Index (NHSPI) project 
	 
	Measuring preparedness 
	• Since 2001, many different benchmarks employed to measure preparedness 
	• Since 2001, many different benchmarks employed to measure preparedness 
	• Since 2001, many different benchmarks employed to measure preparedness 

	• No composite representation of preparedness capabilities across the public health spectrum currently exists 
	• No composite representation of preparedness capabilities across the public health spectrum currently exists 

	• Over the past decade, significant resources have been invested in developing and strengthening the national health security infrastructure 
	• Over the past decade, significant resources have been invested in developing and strengthening the national health security infrastructure 

	• Current measurement needs 
	• Current measurement needs 

	o Quantify preparedness at state and local levels 
	o Quantify preparedness at state and local levels 
	o Quantify preparedness at state and local levels 

	o Evaluate/quantify progress 
	o Evaluate/quantify progress 

	o Estimate return on investment for preparing and protecting domestic health security 
	o Estimate return on investment for preparing and protecting domestic health security 



	 
	National Health Security Preparedness Index (NHSPI) is designed to 
	• Identify best practices 
	• Identify best practices 
	• Identify best practices 

	• Identify gaps (to provide opportunities for improvement) 
	• Identify gaps (to provide opportunities for improvement) 

	• Raise awareness of next generation trends (to allow more effective response to emerging threats) 
	• Raise awareness of next generation trends (to allow more effective response to emerging threats) 

	• Support evidence-based decisions 
	• Support evidence-based decisions 

	• Provide guidance on how to build/strengthen preparedness 
	• Provide guidance on how to build/strengthen preparedness 


	 
	NHSPI not designed to be used punitively 
	 
	NHSPI 
	• Developed by ASTHO under cooperative agreement with CDC 
	• Developed by ASTHO under cooperative agreement with CDC 
	• Developed by ASTHO under cooperative agreement with CDC 

	• Project team structure being used to design and launch NHSPI 
	• Project team structure being used to design and launch NHSPI 

	• Scope 
	• Scope 

	o Make use of already established, relevant and applicable metrics 
	o Make use of already established, relevant and applicable metrics 
	o Make use of already established, relevant and applicable metrics 

	o Designed to create new metrics only where gaps exist 
	o Designed to create new metrics only where gaps exist 

	o To include viewpoints and feedback from the broader preparedness community 
	o To include viewpoints and feedback from the broader preparedness community 


	• Mission 
	• Mission 

	o Present an accurate portrayal of public health and health system preparedness 
	o Present an accurate portrayal of public health and health system preparedness 
	o Present an accurate portrayal of public health and health system preparedness 

	o Provide relevant, actionable information to drive decision-making and continuous improvement of national health security 
	o Provide relevant, actionable information to drive decision-making and continuous improvement of national health security 


	• Structure 
	• Structure 

	o Steering committee (16 members; supported by CDC and ASTHO) 
	o Steering committee (16 members; supported by CDC and ASTHO) 
	o Steering committee (16 members; supported by CDC and ASTHO) 

	 Provide guidance, direction, and assistance in decision-making 
	 Provide guidance, direction, and assistance in decision-making 
	 Provide guidance, direction, and assistance in decision-making 

	 Protect integrity of project charter, mission, vision 
	 Protect integrity of project charter, mission, vision 


	o Governance workgroup 
	o Governance workgroup 

	 Serves the Steering committee 
	 Serves the Steering committee 
	 Serves the Steering committee 

	 Advises the steering committee on major decisions 
	 Advises the steering committee on major decisions 


	o Model Design and Stakeholder Communications 
	o Model Design and Stakeholder Communications 

	 Are under the Governance workgroup 
	 Are under the Governance workgroup 
	 Are under the Governance workgroup 


	o Invited observers: healthcare system oriented individuals and organizations 
	o Invited observers: healthcare system oriented individuals and organizations 



	 
	NHSPI: Year 1 Project Plan 
	• Four phases: kickoff and requirements; design; test; and launch 
	• Four phases: kickoff and requirements; design; test; and launch 
	• Four phases: kickoff and requirements; design; test; and launch 

	• Under each phase, several activities scheduled to occur 
	• Under each phase, several activities scheduled to occur 

	• Kickoff (March 8, 2012) included the following activities 
	• Kickoff (March 8, 2012) included the following activities 

	o Mission statement created and adopted 
	o Mission statement created and adopted 
	o Mission statement created and adopted 

	o Purpose of NHSPI defined along five dimensions 
	o Purpose of NHSPI defined along five dimensions 

	o Chairs and members seated for all workgroups 
	o Chairs and members seated for all workgroups 

	o Invited observers invited to represent key stakeholders so they can shadow process 
	o Invited observers invited to represent key stakeholders so they can shadow process 

	o Research agenda established – Association of Schools of Public Health (ASPH) and Preparedness and Emergency Response Research Center (PERRC) principal investigators participating in two topic areas 
	o Research agenda established – Association of Schools of Public Health (ASPH) and Preparedness and Emergency Response Research Center (PERRC) principal investigators participating in two topic areas 

	o Public website for project under development by ASTHO 
	o Public website for project under development by ASTHO 

	o List of potential Index measures generated and compiled 
	o List of potential Index measures generated and compiled 



	National Health Security Preparedness Index Stakeholder Feedback 
	 
	James Blumenstock, MA, Chief Program Officer, Public Health Practice, ASTHO, serves as ASTHO’s project director and reported on initial stakeholder feedback regarding the NHSPI project 
	 
	2012 Public Health Preparedness Summit: NHSPI stakeholder feedback 
	• First opportunity to get feedback on NHSPI from the practice community 
	• First opportunity to get feedback on NHSPI from the practice community 
	• First opportunity to get feedback on NHSPI from the practice community 

	• Overall reaction: very guarded support 
	• Overall reaction: very guarded support 

	• Two primary concerns from state and local public health 
	• Two primary concerns from state and local public health 

	o “Will this be used punitively?” 
	o “Will this be used punitively?” 
	o “Will this be used punitively?” 

	o “Is there an actual need for NHSPI considering the development of measures for the 15 public health preparedness capabilities and PHEP/HPP Grant Alignment?” 
	o “Is there an actual need for NHSPI considering the development of measures for the 15 public health preparedness capabilities and PHEP/HPP Grant Alignment?” 


	• Additional thoughts/comments/concerns/questions 
	• Additional thoughts/comments/concerns/questions 

	o How will NHSPI provide benefit in dealing with policy and strategy issues? 
	o How will NHSPI provide benefit in dealing with policy and strategy issues? 
	o How will NHSPI provide benefit in dealing with policy and strategy issues? 

	o Wouldn’t it have been better to have done this two years ago? Is this really the right time to advance a new public health emergency preparedness metric? 
	o Wouldn’t it have been better to have done this two years ago? Is this really the right time to advance a new public health emergency preparedness metric? 

	o First decide what will be measured, then move on to how to measure 
	o First decide what will be measured, then move on to how to measure 

	o Will this mean more work for public health program directors? 
	o Will this mean more work for public health program directors? 

	o How much do traditional public health activities incorporate NHSPI elements? 
	o How much do traditional public health activities incorporate NHSPI elements? 

	o Need to use a scientific method to determine what questions are most important 
	o Need to use a scientific method to determine what questions are most important 

	o Need to include aspects of healthcare system preparedness, especially with HPP/PHEP alignment coming up 
	o Need to include aspects of healthcare system preparedness, especially with HPP/PHEP alignment coming up 

	o NHSPI cannot be a freestanding, isolated entity 
	o NHSPI cannot be a freestanding, isolated entity 

	 There are other efforts underway, like Project Public Health Ready and the Public Health Accreditation process – are these efforts independent of one another or do they support and feed into each other? 
	 There are other efforts underway, like Project Public Health Ready and the Public Health Accreditation process – are these efforts independent of one another or do they support and feed into each other? 
	 There are other efforts underway, like Project Public Health Ready and the Public Health Accreditation process – are these efforts independent of one another or do they support and feed into each other? 


	o How will unintended consequences arising from use of NHSPI be mitigated/managed? 
	o How will unintended consequences arising from use of NHSPI be mitigated/managed? 

	o Should NHSPI report a single numerical value for each state, or is it more worthwhile to break out each component that goes into the Index? Or both? 
	o Should NHSPI report a single numerical value for each state, or is it more worthwhile to break out each component that goes into the Index? Or both? 

	o Is it appropriate (or even possible) to create a “one size fits all” measure of preparedness, given variability in state size, population density, home-rule issues, etc.? 
	o Is it appropriate (or even possible) to create a “one size fits all” measure of preparedness, given variability in state size, population density, home-rule issues, etc.? 

	o NHSPI “ownership” 
	o NHSPI “ownership” 

	 Who will manage, maintain, distribute? 
	 Who will manage, maintain, distribute? 
	 Who will manage, maintain, distribute? 

	 Who owns NHSPI will affect level of respect and impact given to the Index 
	 Who owns NHSPI will affect level of respect and impact given to the Index 




	 
	NHSPI workgroup brainstorming exercise to develop measures for the index model 
	• Generated 218 unique responses that fell into seven different themes/categories 
	• Generated 218 unique responses that fell into seven different themes/categories 
	• Generated 218 unique responses that fell into seven different themes/categories 

	1. Communication/Coordination w/ partners 
	1. Communication/Coordination w/ partners 

	2. Workforce 
	2. Workforce 

	3. Public Communication/Outreach 
	3. Public Communication/Outreach 

	4. Surveillance 
	4. Surveillance 

	5. Laboratory Capacity 
	5. Laboratory Capacity 

	6. Response Readiness 
	6. Response Readiness 

	7. Funding 
	7. Funding 


	 
	Four questions for the BSC 
	• Are the top categories of suggested Index measures what you expected? 
	• Are the top categories of suggested Index measures what you expected? 
	• Are the top categories of suggested Index measures what you expected? 

	• Are any important measures missing from this list? 
	• Are any important measures missing from this list? 

	• Should preparedness measures for the Index focus on capacities (structure, assets, resources) or on capabilities (processes, operations, performance) or both? 
	• Should preparedness measures for the Index focus on capacities (structure, assets, resources) or on capabilities (processes, operations, performance) or both? 

	• Are there any outcome measures of preparedness that can/should be used in the Index?
	• Are there any outcome measures of preparedness that can/should be used in the Index?


	QUESTIONS & DISCUSSION (CDC’S NATIONAL HEALTH SECURITY PREPAREDNESS INDEX) 
	 
	CDC: The Index will not be everything for everybody. We plan to bring a better evidence base to our monitoring of preparedness than there is currently out there. 
	 
	Liaison: Some of the feedback we received is that people are supportive of this effort and getting it right, but there are others who are worn out. They have been evaluated for the last 10 years, and it has caused more harm than help. So, for ASTHO, our biggest challenge is to be respectful of that and to help states understand that if we do this right, it will be the best effort to date. It will be better than Trust for America’s Health (TFAH). 
	 
	BSC: It is critical that we document what the preparedness money is buying us and what impact it is having on our effectiveness. 
	 
	BSC: It seems one of the critical issues related to the index is a crosswalk between the categories you’re talking about and how they tie into what public health says it does on a day-to-day basis. We also want to make sure that the index is reflecting the competencies we’ve identified. 
	 
	BSC: I want to make sure you take into account the need for closeness with the legal department around this issue. It should not be ignored. 
	 
	Ex Officio: There was discussion of whether this would come down to a single national index. Will that still happen? 
	 
	Liaison: Index measures will be state-specific but we also have to help our federal partners. We’re hearing that we need to look beyond state and local systems/jurisdictions. Others say to also evaluate the federal in addition to state and local. So we need to decide where we draw the line on that. 
	 
	BSC: Make sure you’re getting the size correct. 
	 
	Liaison: And we heard that one-size does not fit all. So we do have to wrestle with that notion. 
	 
	Liaison: I think it’s important not to lose the policy focus. Some of the things I saw were very operations-focused. 
	 
	BSC: We’re looking to the Model Design Workgroup to assist with that. 
	 
	Liaison: And we need to make the point that it’s not just operational. 
	 
	BSC: I was initially skeptical and had similar concerns but with more discussion found that it would be a very valuable tool. We heard someone from the White House say that they’ve gotten questions about whether we’re through with preparedness and shouldn’t we be done with it. And we need to do a better job of explaining this to OMB and Congress. We need to make it sharper and not punitive. TFAH is doing what they’re doing to be proponents of public health. NHSPI will help us get the resources for things th
	currently performing well. There is also some talk of adding healthcare measurements into this down the road but right now we’re focused on public health. 
	 
	Ex Officio: We want to make sure the healthcare system is an integral part of this. There is also going to be a National Preparedness Report. We’ve pushed to make it clear that this is a first report and things may change in the future. The report is not ideal, but it will be there every year. It is descriptive and based on the state preparedness report provided by emergency management. 
	 
	Liaison: Some states had great input and others none. So next year we want to fix that and have more front-end input. 
	 
	BSC: Are we making efforts to get the story out there on a routine basis to let people know the effect of budget cuts? It doesn’t seem like we’re telling that story and fighting back. Why isn’t that a priority for CDC and public policy? 
	 
	CDC: We try to reach to the media all the time to convey the consequences that these cuts will cause, but unfortunately it’s not as sexy as some of the other stories. This project is an effort to relay to the public what is happening or not happening. 
	 
	BSC: There needs to be clarity of vision because the data does not tell the complete story. If this is about providing state and locals with the knowledge that they need to have, then clarity of mission is necessary. 
	 
	BSC: The Trust made a shift from a ranking of the states to a description of the deterioration of the public health system and indicated that this was no time for the government to stop supporting preparedness activities. On another note, I see preparedness and response but I don’t see much here in the index related to recovery and resiliency, which are often ignored in preparedness. 
	 
	Liaison: I think recovery and resilience can be more challenging. 
	 
	BSC: Mitigation is also not clear. 
	 
	BSC: I don’t know if this is a good time to stick your head up. The Prevention and Public Health Trust Fund may be viewed by some as a “slush” fund. I also think we have to convince the field of public health itself of what the money is purchasing and what the index will do. 
	 
	Ex Officio: It’s no longer enough to say my constituents want it. Congress needs these reports to justify why they are supporting programs. Trust for America’s Health has been the best we can offer right now, so I think the Index will give you a chance to influence decision makers. Otherwise the hemorrhaging will continue. Anything you can do to make this better will be helpful. You’re not alone in this. Other federal agencies like FEMA are also experiencing this. Don’t underestimate power. Find those advoc
	 
	CDC: I agree. It is incumbent on all of us, not just CDC, to convey the role of public health. Also, with the index we need three to five clear measures that get right to the point. 
	 
	BSC: People working on the index are trying to do this with minimal burden. We need to find a place where this index will be trusted by the feds and locals, so ownership needs to be given significant thought and input from the community. 
	 
	BSC: I think the real issue [for some jurisdictions] is being measured poorly. People support being measured well. If there’s a lot of counting stuff that doesn’t truly show your true effectiveness, it can be a deterrent. 
	 
	Liaison: We hope there will be a measured systematic approach going forward. Thank you to those that have been engaged to date and we look forward to getting more feedback.
	UPDATES FROM LIAISON REPRESENTATIVES 
	 
	Association of Public Health Laboratories (APHL) 
	• ABSENT 
	• ABSENT 
	• ABSENT 


	 
	Associations of Schools of Public Health (ASPH) 
	• ABSENT 
	• ABSENT 
	• ABSENT 


	 
	Association of State & Territorial Health Officials (ASTHO) 
	 
	• Nurse triage lines 
	• Nurse triage lines 
	• Nurse triage lines 

	o We are looking at creating a national network of nurse triage lines to handle the surge that may occur to get antivirals into the community 
	o We are looking at creating a national network of nurse triage lines to handle the surge that may occur to get antivirals into the community 
	o We are looking at creating a national network of nurse triage lines to handle the surge that may occur to get antivirals into the community 

	o We are developing a conceptual model for that 
	o We are developing a conceptual model for that 

	o Poison control centers are definite players in that as well 
	o Poison control centers are definite players in that as well 



	 
	• Assessment of available respiratory personal protective equipment 
	• Assessment of available respiratory personal protective equipment 
	• Assessment of available respiratory personal protective equipment 

	o We are looking to do an assessment of the nation’s hospitals and how much respiratory personal protective equipment they have on hand 
	o We are looking to do an assessment of the nation’s hospitals and how much respiratory personal protective equipment they have on hand 
	o We are looking to do an assessment of the nation’s hospitals and how much respiratory personal protective equipment they have on hand 



	 
	• Radiation readiness is growing 
	• Radiation readiness is growing 
	• Radiation readiness is growing 

	o We have a clearinghouse available at Radiation Ready.Gov and a peer review group that looks at common practices 
	o We have a clearinghouse available at Radiation Ready.Gov and a peer review group that looks at common practices 
	o We have a clearinghouse available at Radiation Ready.Gov and a peer review group that looks at common practices 

	o We have a report that provides a very high level view of the strengths and weaknesses in domestic response 
	o We have a report that provides a very high level view of the strengths and weaknesses in domestic response 



	 
	• Emergency care drug shortage 
	• Emergency care drug shortage 
	• Emergency care drug shortage 

	o ASTHO has taken the lead on this issue 
	o ASTHO has taken the lead on this issue 
	o ASTHO has taken the lead on this issue 

	o We have presented the status of why this is an issue now and also provided some coping strategies 
	o We have presented the status of why this is an issue now and also provided some coping strategies 

	o It was sobering to hear the horror stories occurring around the country due to lack of medication, suboptimal dosing, or substitutions 
	o It was sobering to hear the horror stories occurring around the country due to lack of medication, suboptimal dosing, or substitutions 

	o ASTHO is working to develop some better measures to improve this area. 
	o ASTHO is working to develop some better measures to improve this area. 



	 
	• ASTHO toolkits 
	• ASTHO toolkits 
	• ASTHO toolkits 

	o We are rolling out four toolkits to help the practice community deal with federal law, regulations, policy, etc. 
	o We are rolling out four toolkits to help the practice community deal with federal law, regulations, policy, etc. 
	o We are rolling out four toolkits to help the practice community deal with federal law, regulations, policy, etc. 

	o Data sharing and volunteer management toolkits are also under development 
	o Data sharing and volunteer management toolkits are also under development 



	 
	• Additional activities 
	• Additional activities 
	• Additional activities 

	o We have been engaged in the Pandemic and All- Hazards Preparedness Act (PAHPA) reauthorization process 
	o We have been engaged in the Pandemic and All- Hazards Preparedness Act (PAHPA) reauthorization process 
	o We have been engaged in the Pandemic and All- Hazards Preparedness Act (PAHPA) reauthorization process 



	o There’s also continued discussion with the FDA and the HHS/ASPR Enterprise Executive Committee on medical countermeasure shelf life expansion, legal authority, and what makes sense from an economic perspective 
	o There’s also continued discussion with the FDA and the HHS/ASPR Enterprise Executive Committee on medical countermeasure shelf life expansion, legal authority, and what makes sense from an economic perspective 
	o There’s also continued discussion with the FDA and the HHS/ASPR Enterprise Executive Committee on medical countermeasure shelf life expansion, legal authority, and what makes sense from an economic perspective 
	o There’s also continued discussion with the FDA and the HHS/ASPR Enterprise Executive Committee on medical countermeasure shelf life expansion, legal authority, and what makes sense from an economic perspective 



	 
	Council of State & Territorial Epidemiologists (CSTE) 
	 
	We recognize the increasing pull on members to be involved in the index and have created a subcommittee. We are involved in a lot of the informatics activities and covering a lot of meetings that are occurring on that topic. 
	 
	We’re also looking at lessons learned during H1N1 and ways to improve our processes.  CSTE also has an Applied Epidemiology fellowship program that includes preparedness competencies for the fellows. 
	 
	National Association of County & City Health Officials (NACCHO) 
	 
	The Medical Reserve Corp (MRC) continues to expand. There are 630 MRC members and we are continuing to get applications for additional individuals. The Project Public Health Ready (PPHR) has 270 health partners in 26 states that received PPHR status and several are apply for recertification. 
	 
	We are trying to find additional funding to look at biosurveillance. We want to make sure we don’t lose any of the tools developed. 
	 
	We have put together a Preparedness Policy Advisory Group including preparedness coordinators from every state. They want to have well-informed decisions around policy and strive to reflect the broad diversity of local health departments throughout the country. 
	 
	We have been working with ASTHO, CDC, and ASPR on administrative preparedness. We are looking at opportunities and barriers to public health preparedness in that regard. 
	 
	We have also designed a database for the preparedness coordinators that covers a variety of topics of interest. 
	 
	National Indian Health Board (NIHB) 
	• ABSENT 
	• ABSENT 
	• ABSENT 


	DIVISION OF STRATEGIC NATIONAL STOCKPILE (DSNS) PROGRAMMATIC REVIEW: PROPOSAL 
	 
	Daniel Sosin, MD, MPH, OPHPR’s BSC DFO introduced OPHPR’s proposed request to conduct a Programmatic Review that relates to the future responsibilities and activities of the Strategic National Stockpile.  CDC wants the Programmatic Review to be a collaborative effort between the BSC and ASPR’s National Biodefense Science Board.  We have laid out a series of review topics and we will need to designate at least two individuals from our BSC, a co-chair and a member, to participate with this. 
	 
	For this review, the working group will do research and gather data to inform the recommendations.  We want to have a process of eliciting responses from senior leaders about what is missing, what should be there, and suggested approaches to managing emergency medical supply chain capabilities so that we can anticipate the tools we need for the stockpile. There is also the need for metrics for reporting program capability and informing improvement. 
	 
	So the three proposed foresight review topics: 
	1. Validate the anticipated responsibilities of the SNS in the year 2020; 
	1. Validate the anticipated responsibilities of the SNS in the year 2020; 
	1. Validate the anticipated responsibilities of the SNS in the year 2020; 

	2. Recommend approaches for meeting those responsibilities as efficiently as possible; and, 
	2. Recommend approaches for meeting those responsibilities as efficiently as possible; and, 

	3. Propose metrics. 
	3. Propose metrics. 


	Strategic National Stockpile Overview 
	 
	Greg Burel, Director, Division of Strategic National Stockpile, OPHPR, provided an overview of the evolution of the SNS. 
	 
	1999: first iteration of SNS 
	• Limited availability of materiel 
	• Limited availability of materiel 
	• Limited availability of materiel 

	• Limited or virtually no guidance on what the stockpile should look like 
	• Limited or virtually no guidance on what the stockpile should look like 

	• Limited appropriations 
	• Limited appropriations 


	 
	CDC decided that creation of an organic transportation network not reasonable; opted instead to leverage existing transportation networks (robust, move product every day) 
	 
	CDC also engaged with other federal agencies (e.g., Veteran’s Administration) that do nothing but buy pharmaceuticals and medical devices 
	 
	CDC interaction with state and local partners 
	• Technical assistance given so that state and locals could effectively manage and use the materiel provided in case of a public health incident 
	• Technical assistance given so that state and locals could effectively manage and use the materiel provided in case of a public health incident 
	• Technical assistance given so that state and locals could effectively manage and use the materiel provided in case of a public health incident 

	• Non-punitive reviews of state plans: red (bad), yellow (areas of concern identified), green (good) 
	• Non-punitive reviews of state plans: red (bad), yellow (areas of concern identified), green (good) 


	 
	SNS: much more than warehousing and buying “stuff” 
	 
	Considerations 
	• Packaging: how can materiel be used appropriately and in the most rapid fashion 
	• Packaging: how can materiel be used appropriately and in the most rapid fashion 
	• Packaging: how can materiel be used appropriately and in the most rapid fashion 

	• Placement: where should materiel be stored  around the country so it they can be moved in the most rapid and effective way 
	• Placement: where should materiel be stored  around the country so it they can be moved in the most rapid and effective way 


	• Storage: need to ensure that SNS complies with regulations around holding products 
	• Storage: need to ensure that SNS complies with regulations around holding products 
	• Storage: need to ensure that SNS complies with regulations around holding products 

	• Partner development: need to develop multiple partners in various sectors to effectively use materiel 
	• Partner development: need to develop multiple partners in various sectors to effectively use materiel 

	• Guidance and policy development: need to create guidance and policies around countermeasure response, including clinical guidance and application of regulatory management 
	• Guidance and policy development: need to create guidance and policies around countermeasure response, including clinical guidance and application of regulatory management 

	• Subject Matter Expertise: SNS provides expertise to states and locals and have moved to evidence-based scoring for state plans 
	• Subject Matter Expertise: SNS provides expertise to states and locals and have moved to evidence-based scoring for state plans 


	 
	SNS has multiple focus areas 
	• Provide commercial off-shelf packaging 
	• Provide commercial off-shelf packaging 
	• Provide commercial off-shelf packaging 

	• Work on supporting national health security by collaborating with partner organizations 
	• Work on supporting national health security by collaborating with partner organizations 

	o Working on a cooperative agreement with the American Academy of Pediatrics (AAP) to update guidance on anthrax 
	o Working on a cooperative agreement with the American Academy of Pediatrics (AAP) to update guidance on anthrax 
	o Working on a cooperative agreement with the American Academy of Pediatrics (AAP) to update guidance on anthrax 

	o Working with the FDA on additional medical countermeasures 
	o Working with the FDA on additional medical countermeasures 

	o Work with vulnerable population workgroups 
	o Work with vulnerable population workgroups 


	• Materiel storage and deployment 
	• Materiel storage and deployment 

	o Contracted with organizations that do management logistics 
	o Contracted with organizations that do management logistics 
	o Contracted with organizations that do management logistics 

	o Buy access to products from manufacturers – allows the manufacturers to rotate stock into pre-existing private-sector market so that we don’t deal with expiring product 
	o Buy access to products from manufacturers – allows the manufacturers to rotate stock into pre-existing private-sector market so that we don’t deal with expiring product 

	o Moving push packages to centralized inventory allows SNS to deploy them as rapidly as before and for less money 
	o Moving push packages to centralized inventory allows SNS to deploy them as rapidly as before and for less money 


	• Team management 
	• Team management 

	o Deployable teams allow SNS to mount an appropriate response to assist state and local governments 
	o Deployable teams allow SNS to mount an appropriate response to assist state and local governments 
	o Deployable teams allow SNS to mount an appropriate response to assist state and local governments 

	o Effective training with state and local public health means that in a response we don’t have to be present on the day materials arrive – states and locals are able to self-manage meaning cost savings for SNS 
	o Effective training with state and local public health means that in a response we don’t have to be present on the day materials arrive – states and locals are able to self-manage meaning cost savings for SNS 


	• Decreasing budget 
	• Decreasing budget 

	o More budget reductions anticipated 
	o More budget reductions anticipated 
	o More budget reductions anticipated 

	o SNS continues to work on reducing operating costs and identifying sound investments for the future 
	o SNS continues to work on reducing operating costs and identifying sound investments for the future 



	QUESTIONS & DISCUSSION (DSNS PROGRAMMATIC REVIEW)  
	 
	Ex Officio: ASPR is very excited about being involved in this. This will have an impact on the stockpile long- and short-term, and this is truly a collaborative effort. 
	 
	BSC: What should be the elements or features of the review? 
	 
	CDC: This is a draft charge. We wanted to make sure that this is clear, and then you can formulate how you can help us with it. 
	 
	BSC: Were there problems, challenges or dilemmas that cause this list? 
	 
	CDC: It’s the combination of a fluid environment, changing scope in mission with the stockpile, and a number of forthcoming activities that could change the way we envision this stockpile enterprise. We want to continually progress the stockpile to where it needs to be in the next 10 years. We also want to be efficient and save money while achieving the goals of the stockpile. And we can only document improvement by having metrics that are 
	reliable. We want this group to take a look at the metrics and how we should be measuring the success of the stockpile. 
	 
	CDC: We now better understand how to mount a response and work with states and locals to make it successful. This is our thoughtful approach on how to intervene in the supply chain process. 
	 
	Liaison: I don’t see the word “vaccine” in the review. How we acquire the vaccines or stockpile them is important to the state. 
	 
	CDC: Vaccine management is definitely included in this as well. We are working more closely with the healthcare sector to make sure we are coordinating our efforts. 
	 
	BSC: I think the review should pay attention to demographic changes and mitigating health inequities. 
	 
	BSC: Can you clarify how this is different from the prior review of SNS? 
	 
	CDC: Previously, we looked at modeling the logistics of supply chain, and that’s not entirely what we’re talking about now. We have not worked out the mechanics of this review. It will be larger, harder and may take several months, about 6 months with data collection in between. 
	 
	BSC: The previous BSC review of the SNS couldn’t conclude anything or were the reviews general? 
	 
	CDC: They were general. 
	 
	Ex Officio: The important part is how does it flow, what are we missing, and what can improve the flow? How are you looking for us to validate this? 
	 
	CDC: The workgroup should lay out the mission of how it sees things going forward.   That could be done one-on-one or the DHHS Enterprise Executive Committee can work on a list and we refine that. We want you to inform the decisions. We want to make sure you’re in agreement with where we’re going. 
	 
	BSC: I have some uneasiness about this. The next question after validating is the requirements of the countermeasure of an emergency management system, and I don’t know that we have the expertise to answer that on this board. What does this system look like? If we think about this process of doing the requirements, we could look at the models used by Apple, as an example. 
	 
	CDC: So you’re suggesting bringing in someone from Apple to work in a consulting manner? 
	 
	Ex Officio: You can do workshops or invite people to be part of this group. Or we can ask certain expertise but we might have some conflict of interest in those expertise. 
	 
	BSC: When the military wants to do the next biggest thing with planes, for example, they take two or three of the big vendors and say give us your best plan for what we’re trying to accomplish. 
	 
	CDC: This is a good time to ask the fundamental question of what is the best way to do medical countermeasures. This is very different from past reviews. We are going to give you an opportunity to say what our program should look like. 
	 
	Ex Officio: This does not lend itself to one solution. I don’t believe there’s one concrete strategy. You will ebb and flow and twist and turn all the way through this. So don’t put it all on paper but give yourselves that flexibility to move. 
	 
	BSC: And your committee should change as these emerging strategies come up. 
	 
	CDC: This is helpful. There will be specific ideas that come to mind whether Apple or some other logistic supply chain. We’ll do some follow-up emails to solicit additional information. 
	 
	BSC: I would think that we can establish general strategic principles and separate those from the operational issues and goals. 
	 
	CDC: We also have a concern about the anthrax vaccine (AVA). We want to leave with a clear set of issues that we need to address. Department of Homeland Security has questions regarding use of the licensed AVA for pre-exposure. We do provide anthrax vaccine for laboratorians that work with anthrax. This is a licensed pre-event vaccine and the vaccination program is entirely voluntary. The first responder community needs to be assessed to see who would want to take advantage of this vaccine. We have the oppo
	 
	We have an opportunity, without putting at risk the stockpiling of AVA, to use that vaccine. We can also learn from this. Not all communities are going to want to do this. But for those that are interested, it will provide us lessons on how to safely use the vaccine, the side effects, etc. and better prepare public health. 
	 
	I want to preface this discussion by saying there’s no new money to do this. Some of you have heard a lot about this and we want to hear your opinions. 
	 
	Ex Officio: The questions we normally get is, “Whom do you vaccinate?” It’s hard to develop a risk profile. Questions regarding AVA use came to us from states and locals. We want to make sure all checks and balances are in place. It’s been a win-win effort and exciting to work on. 
	 
	This is the AVA distribution pilot. This is a resource that’s available only to the federal government.  It has a short shelf life. We’re hearing that people want it, but we want to provide it in a responsible manner. If first responders feel that they are at risk, they can access this on a voluntary basis. This will differ state to state and will begin on a small level, two cities or two states initially. We need to identify those initial partners and determine if a national rollout is warranted. We will s
	 
	Liaison: How do we deal with the regional variations? What’s the right size of public health engagement? Let’s have public health see this first and provide some input. 
	 
	Liaison: We need as much time as you can give us to vet this with the first responder community. 
	 
	CDC: It is expected to be early July and last to the end of August for the proposal. We’re seeking organizations that meet the requirements of the pilot. We would like to know who would like to do it and tell us how you would do it. There will be 6 to 8 weeks to respond to that. 
	 
	Ex Officio: We’re hoping that at least 50 to 100 folks will be interested in being vaccinated in those pilots. 
	 
	BSC: Communication is going to be critical on this. Everyone needs the same message to reduce damage control particularly related to risk versus cost. 
	 
	Ex Officio: The vaccine is free of charge. We will have to work on shipment and management. 
	 
	BSC: Begin with a disclaimer that this is not an effort to get rid of a bunch of vaccine. We have to be careful not to set ourselves up for political backlash. There may be also the thought that we’re experimenting on first responders, so we have to be ready to communicate well on that issue, as well. First responders are a community that has its own ethos and we need to understand that ethos. 
	 
	BSC: There are a lot of command and control issues, and you need to figure out how you’re going to deal with that individual who refuses. 
	 
	Ex Officio: We’re not interested in this being forced upon an individual. Do you think that we are very explicit in our guidance kit about that? 
	 
	CDC: I think you’re saying we need to protect people from coercion and put that in our guidance. 
	 
	BSC: There has been a lot of recent work that we can use as models to anticipate some of the problems and resistance that might arise. 
	 
	Liaison: I worry about risk communication with state health officials. 
	 
	Ex Officio: I’m sure people are planning to consult with DoD about our vaccination plans. 
	 
	Ex Officio: We have consulted with DoD and have gotten information from them as well as the FBI, who has a small program. So we are continually looking for lessons learned.
	PREPAREDNESS AND EMERGENCY RESPONSE RESEARCH CENTERS (PERRC) RESPONSE TO EXTERNAL PEER REVIEW 
	 
	Mildred Williams-Johnson, PhD, Director, External Research Program Office (ERPO), OPHPR, provided the program response to the BSC PERRC Program external peer review recommendations (Appendix D). 
	 
	ERPO received the final BSC review report on January 3, 2012, and shared the report with the PERRC Primary Investigators to gather their input. 
	 
	Of the 19 recommendations, ERPO: 
	• Concurs with recommendations 1, 4, 6, 10b, 14, 18; [see Appendix D] 
	• Concurs with recommendations 1, 4, 6, 10b, 14, 18; [see Appendix D] 
	• Concurs with recommendations 1, 4, 6, 10b, 14, 18; [see Appendix D] 

	• Concurs in principle with recommendations 2, 3, 5, 7, 8, 9, 10a, 10c, 10d, 11, 12, 13, 15, 16, 17, 19 
	• Concurs in principle with recommendations 2, 3, 5, 7, 8, 9, 10a, 10c, 10d, 11, 12, 13, 15, 16, 17, 19 


	 
	Concurrence in principle (rather than concurring in full) generally due to lack of resources: time, staffing, funds 
	 
	ERPO is providing the Board with suggested response should resources become available in the future 
	 
	ERPO is requesting input from the Board on whether our proposed ideas are reasonable and adequate or if are there other avenues that we might pursue in response to these recommendations 
	 
	FY 2012 
	• Unexpectedly received ~$4 million to support PERRCs 
	• Unexpectedly received ~$4 million to support PERRCs 
	• Unexpectedly received ~$4 million to support PERRCs 

	• ERPO considered the funding priority criteria defined by the BSC working group’s recommendation 2 
	• ERPO considered the funding priority criteria defined by the BSC working group’s recommendation 2 

	• Based on the project period and the limited information available to discriminate PERRCs’ research performance, ERPO decided on equal funding to all PERRCs (approximately $430,000 per) and asked them to focus their efforts on dissemination and translation of research outcomes 
	• Based on the project period and the limited information available to discriminate PERRCs’ research performance, ERPO decided on equal funding to all PERRCs (approximately $430,000 per) and asked them to focus their efforts on dissemination and translation of research outcomes 


	QUESTION & DISCUSSION (PROGRAM RESPONSE TO PERRC PEER REVIEW) 
	 
	BSC: I am wondering if there’s an effort to determine what we want to get out of this for this last year as we wrap up because some of these recommendations no longer apply. 
	 
	CDC: Upon successful CDC review of their continuation applications, each PERRC will be awarded $430,000 in FY 2012 funds. The intent of the FY 2012 funding is to put their work into practice in some form or fashion, and they have to work with their practice partners to do that. If they come across something that’s innovative, they can use their current funds to expand upon that. North Carolina was able to do this. With ERPO approval, PERRCS will use funding from prior years to fund activities that they need
	 
	BSC: There were really only two recommendations from the working group. One was to save the Centers and the second was to figure out how to market what the Centers do so that they get more recognition. We also believed that a center model was not the 
	appropriate model for the future but more of an individual model. So we said if any money became available, a FOA-type funding should be used. 
	 
	BSC: Is there a mechanism for no-cost extension to evaluate the outcomes of the research? 
	 
	CDC: The principal investigator can ask for more time to finish their work without any additional funds. 
	 
	BSC: That’s great to hear and this can show the positive effects. 
	 
	BSC: Can OPHPR still fund individual projects? 
	 
	CDC: It is possible. You can create mechanisms with grants or working with key partners, but current resources are not able to sustain the work. We’re trying to identify opportunities to innovate and use our resources creatively. 
	 
	BSC: Isn’t there a mechanism for creating a BSC workgroup to look at the final report of the products that come out? 
	 
	CDC: There is an opportunity, but it requires careful discussion. You have to quantify and qualify your time and other factors. 
	 
	BSC: Will there be a final report of the PERRC’s work? 
	 
	CDC: Yes, from each of the centers and hopefully one from the program. 
	 
	BSC: Going back to the Index, we talked about federal support for discovery. This seems to be going downhill based off what we just heard. 
	 
	Ex Officio: It’s painful. There’s no funding for projects like this, and this is occurring in all of our programs. “Unfortunate,” is an understatement. It puts everybody in a bind. How do you measure effectiveness when everything is being cut to the bone? 
	PUBLIC COMMENT PERIOD (DAY 2) 
	 
	No public comments were made.
	ASK-THE-BOARD: ESTIMATING THE COST OF PREPAREDNESS 
	 
	Lynn Austin, PhD, MA, Deputy Director, OPHPR, presented an overview of an OPHPR initiative to estimate the cost of preparedness. 
	 
	Negative impacts on public health preparedness include: 
	• Decreasing public health infrastructure funding 
	• Decreasing public health infrastructure funding 
	• Decreasing public health infrastructure funding 

	• Increasing  recognition that CDC core preparedness and response capabilities are affected 
	• Increasing  recognition that CDC core preparedness and response capabilities are affected 

	• Increasing recognition that State/Local Public Health Emergency Preparedness capabilities and public health infrastructure are impacted by continual funding reductions severely impacting State/Local ability to respond 
	• Increasing recognition that State/Local Public Health Emergency Preparedness capabilities and public health infrastructure are impacted by continual funding reductions severely impacting State/Local ability to respond 

	• Increasing recognition that State/Local staffing has been weakened from funding reductions, furloughs, layoffs, and turnover 
	• Increasing recognition that State/Local staffing has been weakened from funding reductions, furloughs, layoffs, and turnover 


	 
	Last year, CDC conducted a project at CDC to try and estimate the cost of responding to the 15 DHS all-hazards national planning scenarios 
	• Developed a template to calculate costs in as many as 19 functional areas 
	• Developed a template to calculate costs in as many as 19 functional areas 
	• Developed a template to calculate costs in as many as 19 functional areas 

	• Looked at the costs of cross-cutting responses across the Agency 
	• Looked at the costs of cross-cutting responses across the Agency 

	• Overarching areas of consideration 
	• Overarching areas of consideration 

	o Cost of fully implementing the overarching Preparedness Strategic National Plan 
	o Cost of fully implementing the overarching Preparedness Strategic National Plan 
	o Cost of fully implementing the overarching Preparedness Strategic National Plan 

	o Cost of fully meeting the PHEMCE recommendations for the Strategic National Stockpile as well as MCM research and operational costs 
	o Cost of fully meeting the PHEMCE recommendations for the Strategic National Stockpile as well as MCM research and operational costs 

	o Cost of fully achieving State/Local PHEP Capabilities 
	o Cost of fully achieving State/Local PHEP Capabilities 



	 
	To determine cost of implementing the CDC National Strategic Plan for Public Health Preparedness and Response, CDC needs to 
	• Align existing funded projects with the strategic plan 
	• Align existing funded projects with the strategic plan 
	• Align existing funded projects with the strategic plan 

	• Identify "gaps" where initiatives are not currently funded 
	• Identify "gaps" where initiatives are not currently funded 

	• Cost out projects to address these gaps 
	• Cost out projects to address these gaps 

	• Calculate cost of core preparedness/response activities, funded and unfunded 
	• Calculate cost of core preparedness/response activities, funded and unfunded 


	 
	OPHPR needs input from grantees regarding the cost of implementing PHEP capabilities 
	• What capabilities are currently funded? 
	• What capabilities are currently funded? 
	• What capabilities are currently funded? 

	• At what level are capabilities currently funded? 
	• At what level are capabilities currently funded? 

	• What is the gap between what has been funded and what has not? 
	• What is the gap between what has been funded and what has not? 

	• How do we measure the cost of implementing capabilities not funded? 
	• How do we measure the cost of implementing capabilities not funded? 

	• How do we measure the gap between what is funded and need if fully implemented? 
	• How do we measure the gap between what is funded and need if fully implemented? 

	• What is the ongoing cost to maintain capabilities? 
	• What is the ongoing cost to maintain capabilities? 


	 
	The first approach will be a modest effort to estimate costs. Questions: 
	• What are the key cost sectors to include in this estimate? 
	• What are the key cost sectors to include in this estimate? 
	• What are the key cost sectors to include in this estimate? 

	• What methods might be appropriate to the time and use we intend for this estimate? 
	• What methods might be appropriate to the time and use we intend for this estimate? 

	• How should the results be displayed and used? 
	• How should the results be displayed and used? 

	• Who are key stakeholders or consultants to involve in this effort? 
	• Who are key stakeholders or consultants to involve in this effort? 

	• What existing data resources or similar efforts in other fields should we try to access? 
	• What existing data resources or similar efforts in other fields should we try to access? 

	• How to address core Public Health infrastructure - 10 essential public health services? 
	• How to address core Public Health infrastructure - 10 essential public health services? 


	 
	DISCUSSION (ESTIMATING THE COST OF PREPAREDNESS) 
	 
	BSC: I think to get at the last point of total cost, you need to determine the cost of infrastructure. 
	 
	BSC: We did a cost of failure that looked at the cost of healthcare if there wasn’t health reform. We also did an analysis of the avoided deaths around immunization. We found 1400 cases that would have occurred if there was no immunization. Compare Top-Off 1 with Top-Off 2 and you can quantify what happens in a system that is prepared compared to one that’s not. Also look at natural disasters in communities that have performed well and those that have not and extrapolate the cost. 
	 
	BSC: With the cost of preparedness, you want to say this is our vision of preparedness and here’s the cost. So maybe you can include some of those events that are memorable. We need to be less process and more, “This is what America needs.” I like the idea of extrapolating out cost avoided. That is how WHO gets a lot of its cost like days avoided in the hospital, etc. 
	 
	BSC: We also need to capture the cost due to waste in our degradation of the infrastructure. We need to link cost to value in a very direct way. CDC may not be the best entity to do this work due to conflict of interest. Maybe some outside entity or funder could do this analysis. 
	 
	BSC: There may be some places where objectives might be split between groups to increase synergy. 
	 
	Ex Officio: The IOM on catastrophic disasters has some models presented that may partially inform your research. 
	 
	BSC: I was thinking about the question you asked earlier, “Why aren’t we done with preparedness?” Do we have a standard answer to that? Maybe we need to have a bullet point answer for when we are asked that. 
	 
	CDC: It’s not about buying preparedness equipment or materials. This is not about buying an insurance policy. It’s about what’s happening in state and local health departments every day. 
	 
	BSC: So maybe we need to really develop an answer to that because it sounds like there is resistance. After 10 years, people feel like “preparedness” should be done. 
	 
	CDC: You are spot-on and we are working on message mapping. We are having difficulty making that argument because public health is invisible to the public. At the next meeting, we will show you some of the CPG guidance work. This will give you an answer as to why we’re still not further along in our preparedness work. 
	 
	Ex Officio: Stories are powerful and sometimes we don’t recognize the value of the stories. Stories resonate with people. That kind of information made more of a difference than actual data. You need a hook to pull in the public. Also, we must look at cost of failure and how to demonstrate that as well. So much is based on your current public health structure. If you 
	don’t have one, what does that mean? And, if you do, what does that mean? We can look at that. 
	 
	BSC: If I were asked that question by a legislator, I would say prepared for what? Not all hazards cost the same amount. We’ve had more crises in emergencies in the past years, and those crises vary. So it’s not a simple answer even after 11 years. 
	 
	CDC: Right. We have so many crises that go unnoticed and therefore are not counted. 
	 
	BSC: The measures we have developed over the years have gotten better and better. It’s the big impacts that get the most attention. 
	 
	CDC: When you do hook the public and others with the stories, have the data and measures to back it up. 
	 
	BSC: What was your goal in the timeline? 
	 
	CDC: For strategic planning, given what we’re hearing now of the FY 2013 budget, we might want to go ahead and act on some of the activities proposed sooner rather than later.
	CLOSING REMARKS
	CLOSING REMARKS
	 

	 
	Dr. Dan Sosin, OPHPR BSC DFO, after thanking the Board for its hard work asked members to respond separately in writing to each of the following questions: 
	• What went well with this meeting? 
	• What went well with this meeting? 
	• What went well with this meeting? 

	• What needs work? 
	• What needs work? 

	• What topics would you like to see presented at future meetings? 
	• What topics would you like to see presented at future meetings? 


	 
	Dr. Inglesby and Dr. Khan thanked everyone for their hard work and wished everyone safe travels. 
	ADJOURN 
	 
	With no further business raised or discussion posed, Dr. Tom Inglesby officially adjourned the meeting. 
	CERTIFICATION 
	 
	I hereby certify that to the best of my knowledge, the foregoing minutes of the May 1-2, 2012 meeting of the OPHPR BSC are accurate and complete. 
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	APPENDIX C 
	 
	Career Epidemiology Field Officer (CEFO) Program Response to External Peer Review 
	 
	The Career Epidemiology Field Officer (CEFO) Program thanks the Board of Scientific Counselors and the Program Review Workgroup for the thorough review of our program and the thoughtful recommendations for sustaining and improving it. This report provides an update on our responses to the recommendations.  For each recommendation we present responses in one of three categories: 
	• Concur: We agree and we have funding, staff, and control over the means to begin addressing or implementing the recommendation 
	• Concur: We agree and we have funding, staff, and control over the means to begin addressing or implementing the recommendation 
	• Concur: We agree and we have funding, staff, and control over the means to begin addressing or implementing the recommendation 

	• Concur in principle: We agree, but we do not presently have either the funding, staff, or control over the means to begin implementing the recommendation 
	• Concur in principle: We agree, but we do not presently have either the funding, staff, or control over the means to begin implementing the recommendation 

	• Non concur: We disagree with the recommendation and provide the reasons for the disagreement. 
	• Non concur: We disagree with the recommendation and provide the reasons for the disagreement. 


	 
	1. The CEFO Program should develop an overarching, long-term strategic plan (e.g. 5-10 year) which should be informed by an initial gap analysis of jurisdictional needs for the services provided by CEFOs. 
	1. The CEFO Program should develop an overarching, long-term strategic plan (e.g. 5-10 year) which should be informed by an initial gap analysis of jurisdictional needs for the services provided by CEFOs. 
	1. The CEFO Program should develop an overarching, long-term strategic plan (e.g. 5-10 year) which should be informed by an initial gap analysis of jurisdictional needs for the services provided by CEFOs. 


	 
	Program response: Non concur Concur in principle (Amended April 2012) 
	OPHPR recently completed a broad strategic planning process and a review of strategic priorities that sets the environmental scan for selecting priority areas of work. We will use that work as a foundation for CEFO Program shorter-term tactical planning rather than initiate additional strategic planning specific to the CEFO Program. 
	 
	The CEFO Program tactical plan includes overall priorities for headquarters staff work for the next one-to- two years, including consideration of the relative priority of response to the other BSC Recommendations, 
	# 2 – 9, and implementation plans including timelines and roles and responsibilities. Currently the CEFO Program headquarters is focusing on these immediate needs 
	• Address immediate and imminent funding problems for CEFO positions by pursuing options articulated in BSC recommendation #3 
	• Address immediate and imminent funding problems for CEFO positions by pursuing options articulated in BSC recommendation #3 
	• Address immediate and imminent funding problems for CEFO positions by pursuing options articulated in BSC recommendation #3 

	• Address a key consequence of the funding problems – out-placement of CEFOs who are in positions that will be unsupportable by PHEP funds in FY 2013 
	• Address a key consequence of the funding problems – out-placement of CEFOs who are in positions that will be unsupportable by PHEP funds in FY 2013 

	• Following recent headquarters staff changes realign roles and responsibilities of headquarters staff to enable supervisors to focus more on epidemiologic leadership of field staff 
	• Following recent headquarters staff changes realign roles and responsibilities of headquarters staff to enable supervisors to focus more on epidemiologic leadership of field staff 


	 
	2. The CEFO Program should measures its performance by 
	2. The CEFO Program should measures its performance by 
	2. The CEFO Program should measures its performance by 

	a. Implementing and measuring performance metrics that enable CDC officials to provide empirical data that accurately reflect CEFO program success, challenges and areas for improvement 
	a. Implementing and measuring performance metrics that enable CDC officials to provide empirical data that accurately reflect CEFO program success, challenges and areas for improvement 
	a. Implementing and measuring performance metrics that enable CDC officials to provide empirical data that accurately reflect CEFO program success, challenges and areas for improvement 

	b. Using other innovative approaches 
	b. Using other innovative approaches 



	 
	Program response: Concur 
	OPHPR is organizing a process to develop performance metrics, including 
	• Review existing performance metrics related to epidemiology, surveillance, and emergency operations coordination. (See: 
	• Review existing performance metrics related to epidemiology, surveillance, and emergency operations coordination. (See: 
	• Review existing performance metrics related to epidemiology, surveillance, and emergency operations coordination. (See: 
	• Review existing performance metrics related to epidemiology, surveillance, and emergency operations coordination. (See: 
	OPHPR Public Health Preparedness Capabilities: National Standards for State and Local Planning
	OPHPR Public Health Preparedness Capabilities: National Standards for State and Local Planning

	) 


	• Use these as a basis to develop draft metrics that can be applied to CEFO activities 
	• Use these as a basis to develop draft metrics that can be applied to CEFO activities 


	• Convene a workgroup including OPHPR staff, CEFOs, and stakeholders (state epidemiologists and preparedness directors) to finalize pilot metrics 
	• Convene a workgroup including OPHPR staff, CEFOs, and stakeholders (state epidemiologists and preparedness directors) to finalize pilot metrics 
	• Convene a workgroup including OPHPR staff, CEFOs, and stakeholders (state epidemiologists and preparedness directors) to finalize pilot metrics 

	• Inform CEFOs and stakeholders of the pilot metrics and how the information will be used to monitor program progress. 
	• Inform CEFOs and stakeholders of the pilot metrics and how the information will be used to monitor program progress. 

	• Pilot test performance metrics, analyze quarterly reports, summarize the results, disseminate report of results, and refine metrics as necessary. 
	• Pilot test performance metrics, analyze quarterly reports, summarize the results, disseminate report of results, and refine metrics as necessary. 


	 
	3. CDC should explore alternative funding sources that preserve the positive characteristics of the program (flexibility and simplicity) including 
	3. CDC should explore alternative funding sources that preserve the positive characteristics of the program (flexibility and simplicity) including 
	3. CDC should explore alternative funding sources that preserve the positive characteristics of the program (flexibility and simplicity) including 

	a. Allowing jurisdictions to use multiple, non-PHEP CDC funding sources, with the caveat that OPHPR would be the program administrator 
	a. Allowing jurisdictions to use multiple, non-PHEP CDC funding sources, with the caveat that OPHPR would be the program administrator 
	a. Allowing jurisdictions to use multiple, non-PHEP CDC funding sources, with the caveat that OPHPR would be the program administrator 

	b. Exploring other internal funding sources by cross-leveraging resources at other CDC Centers, Institutes, and Offices (CIOs), with the caveat that OPHPR would be the program administrator 
	b. Exploring other internal funding sources by cross-leveraging resources at other CDC Centers, Institutes, and Offices (CIOs), with the caveat that OPHPR would be the program administrator 

	c. Exploring non-CDC external funding sources, with the caveat that OPHPR would be the program administrator 
	c. Exploring non-CDC external funding sources, with the caveat that OPHPR would be the program administrator 

	d. Enabling jurisdictions to use other resources under their control to fund CEFOs 
	d. Enabling jurisdictions to use other resources under their control to fund CEFOs 

	e. Enabling jurisdictions to share CEFOs 
	e. Enabling jurisdictions to share CEFOs 



	 
	Program Comment: Unless a more sustainable funding model for the program is identified, consideration must be given to the use of alternative funding sources to maintain the CEFO workforce, including all of the options noted above. 
	 
	Program Response (3a and b): Concur 
	The CEFO Program is leading development of a systematic approach to support CEFO positions through a cost allocation/split funding process. We are engaging staff from key CDC administrative offices 
	• Financial Management Office (FMO) 
	• Financial Management Office (FMO) 
	• Financial Management Office (FMO) 

	• Procurement and Grants Office (PGO) 
	• Procurement and Grants Office (PGO) 

	• Office of General Counsel (OGC) 
	• Office of General Counsel (OGC) 


	 
	Staff from several CDC programs or offices that currently support or have expressed interest in supporting field-based epidemiologists, including 
	• Division of State and Local Readiness, OPHPR 
	• Division of State and Local Readiness, OPHPR 
	• Division of State and Local Readiness, OPHPR 

	• Immunization Services Division, NCIRD 
	• Immunization Services Division, NCIRD 

	• Division of Preparedness and Emerging Infections, NCEZID 
	• Division of Preparedness and Emerging Infections, NCEZID 

	• Division of Healthcare Quality Promotion, NCEZID 
	• Division of Healthcare Quality Promotion, NCEZID 

	• Office on Smoking and Health, NCCDPHP 
	• Office on Smoking and Health, NCCDPHP 


	 
	This process includes development of formal documentation addressing program administration and management (including supervision) and written agreements to ensure the goals and objectives for the field assignee for each participating group are delineated. We are working to obtain adequate, secure funding while preserving the program’s flexibility and simplicity. 
	 
	Program Response (3c): Concur in principle 
	We have inquired about collaborating with two programs external to CDC – the Hospital Preparedness Program managed by the Office of the Assistant Secretary for Preparedness and Response, and the BioWatch Program overseen by the Department of Homeland Security. Although both programs currently have funding constraints, we are keeping open the possibility of future collaboration. 
	Career Epidemiology Field Officer (CEFO) Program Response to External Peer Review (continued) 
	 
	Program Response (3d): Concur in principle 
	While we are open to state or local health agencies using other (non-CDC) resources under their control, in the current economic setting such resources may be scant. When we have had discussions with a few jurisdictions about using other funding resources under their control, neither they nor we have identified an available source of such resources. 
	 
	Program Response (3e): Concur in principle 
	We have not actively promoted this approach. No jurisdictions who have a CEFO or who have expressed interest in a CEFO have requested to share a CEFO. Some CEFOs have noted concerns that their value as integral members of the health department team could be substantially diminished if they served two independent jurisdictions. We recommend considering this approach on a case-by-case basis. 
	 
	4. The CEFO Program should clarify supervision and coordination of CEFO supervisor management by implementing the following 
	4. The CEFO Program should clarify supervision and coordination of CEFO supervisor management by implementing the following 
	4. The CEFO Program should clarify supervision and coordination of CEFO supervisor management by implementing the following 

	a. Ensuring improved coordination between CDC and field supervisors 
	a. Ensuring improved coordination between CDC and field supervisors 
	a. Ensuring improved coordination between CDC and field supervisors 

	b. Exploring the feasibility of providing greater access to and use of scientific support and consultation as a core headquarters management capability 
	b. Exploring the feasibility of providing greater access to and use of scientific support and consultation as a core headquarters management capability 

	c. Adopting a proactive (lean forward) approach to linking CEFOs with key operational resources across CDC CIOs such as informatics, statistics, Geographic Information Systems, etc. 
	c. Adopting a proactive (lean forward) approach to linking CEFOs with key operational resources across CDC CIOs such as informatics, statistics, Geographic Information Systems, etc. 



	 
	Program Response (4a): Concur 
	We have begun offering quarterly conference calls with CEFOs and their field supervisors to review their quarterly reports and/or address other relevant issues. 
	 
	In FY 2012 we completed site visits for CEFO assignments in Michigan, Mississippi, and Nevada, and we have scheduled visits to Arizona, California, Florida, Maine, North Dakota, Tennessee, Texas, Vermont, and Wyoming. 
	 
	We continue to 
	• Use the opportunities at scientific conferences – e.g., the CSTE annual and regional conferences, the Public Health Preparedness Directors Conference, the Public Health Preparedness Summit – to meet and network with CEFOs’ field supervisors 
	• Use the opportunities at scientific conferences – e.g., the CSTE annual and regional conferences, the Public Health Preparedness Directors Conference, the Public Health Preparedness Summit – to meet and network with CEFOs’ field supervisors 
	• Use the opportunities at scientific conferences – e.g., the CSTE annual and regional conferences, the Public Health Preparedness Directors Conference, the Public Health Preparedness Summit – to meet and network with CEFOs’ field supervisors 

	• Ask field supervisors for their input on performance evaluations in both the Commissioned Corps (Commissioned Officer Effectiveness Report, annually) and Civil Service (Performance Management Appraisal System, June and December each year) systems. 
	• Ask field supervisors for their input on performance evaluations in both the Commissioned Corps (Commissioned Officer Effectiveness Report, annually) and Civil Service (Performance Management Appraisal System, June and December each year) systems. 


	 
	Program Response (4b) and (4c): Concur 
	OSPHP hired a PhD statistician in 2011, and one of her main responsibilities is to provide consultation and technical assistance for CEFOs. We are encouraging CEFOs to attend and participate in a new series of webinar presentations that she has organized on statistical topics. The presentations in February, March, and April are on multivariate analysis and statistical model building. The statistician has also begun providing consultation and support to individual CEFOs on study design and data analysis. 
	 
	As in past years, CEFOs participate on the planning committee for the CEFO Annual Meeting (Aug 21-23, 
	2012) to identify key topics to be discussed/presented and scientific sessions. 
	Career Epidemiology Field Officer (CEFO) Program Response to External Peer Review (continued) 
	 
	We are planning to link with a database of CDC Subject Matter Experts (SMEs) that is being organized by the OPHPR Division of Emergency Operations. This database is intended to provide a single, accurate, readily accessible source of contact information for CDC SMEs. 
	 
	We are working with the staff from CDC’s Epidemiology and Analysis Program Office who developed Epi Info 7, free software that can support surveillance, outbreak investigations, database management, statistical analyses, and GIS mapping. We have encouraged and supported CEFOs to serve as “beta testers” for this software and to receive training in its use. 
	 
	If funds become available in the future, we plan to implement a program of “reverse site visits” by CEFOs to CDC. The purpose of such a visit is for the CEFO to meet with CDC staff to exchange information relevant to the CEFO’s responsibilities, and to strengthen the CEFO’s role as a resource for technical advice needed by the state and local health departments. During the 2-3 day visit the agenda would include, as needed, one-on-one meetings with CDC subject matter experts, program staff, and project offic
	 
	5. CEFO Program strategy and policy should ensure greater assurance to CEFOs of continued employment and opportunities for advancement within the context of available funding levels. The workgroup was impressed with the high quality of the CEFOs based on their presentations as well as the resumes that were part of the review material. CEFO managers and CEFOs both noted that the two- year initial field placement followed by optional annual renewal created significant anxiety and insecurity. Anecdotal evidenc
	5. CEFO Program strategy and policy should ensure greater assurance to CEFOs of continued employment and opportunities for advancement within the context of available funding levels. The workgroup was impressed with the high quality of the CEFOs based on their presentations as well as the resumes that were part of the review material. CEFO managers and CEFOs both noted that the two- year initial field placement followed by optional annual renewal created significant anxiety and insecurity. Anecdotal evidenc
	5. CEFO Program strategy and policy should ensure greater assurance to CEFOs of continued employment and opportunities for advancement within the context of available funding levels. The workgroup was impressed with the high quality of the CEFOs based on their presentations as well as the resumes that were part of the review material. CEFO managers and CEFOs both noted that the two- year initial field placement followed by optional annual renewal created significant anxiety and insecurity. Anecdotal evidenc


	 
	Program Response re: Greater assurance to CEFOs of continued employment: Concur in principle 
	See response to Recommendation #3 above. The CEFO Program Senior Advisor is leading the direct assistance cost allocation/split-funding initiative in collaboration with interested programs, FMO, PGO, OGC, and DSLR. 
	 
	We acknowledge the problems related to limited duration of assignments. However in the current funding circumstances, some states cannot commit PHEP funds more than one year at a time for supporting CEFO positions. 
	 
	If any CEFOs’ field assignments must end in a particular jurisdiction due to lack of funding, the CEFOs will have the same “rights” as counterparts in headquarters positions. CDC/PHPR will have the same level of commitment to retaining them on staff. 
	 
	Program Response re: Greater assurance to CEFOs of opportunities for advancement: Concur 
	The CEFO Supervisory Epidemiologists, in their role as mentors, will continue the support they provide editing scientific writing, advising on analytic methods, and assisting in identifying and ensuring that CEFOs can access relevant training (e.g., on-line or classroom CDC University courses). 
	 
	The CEFO Program will continue supporting CEFOs when they are requested to take on larger responsibilities. For example, two are performing the duties of State Public Health Veterinarian, one is serving as Disease Control Division Director, and one has served as Acting Chief of the Communicable 
	Disease Emergency Response Branch. These roles require CEFOs to use leadership and management skills and allow them to gain experience that enhances their professional development and improves their eligibility for professional advancement. 
	 
	6. The CEFO Program should ensure CEFOs have a defined set of core competencies by 
	6. The CEFO Program should ensure CEFOs have a defined set of core competencies by 
	6. The CEFO Program should ensure CEFOs have a defined set of core competencies by 

	a. First defining the basic set of core competencies 
	a. First defining the basic set of core competencies 
	a. First defining the basic set of core competencies 

	b. Ensuring this includes cross-cutting competencies such as leadership, policy analysis and development, and informatics 
	b. Ensuring this includes cross-cutting competencies such as leadership, policy analysis and development, and informatics 

	c. Ensuring cross-discipline competencies, including environmental and chronic disease epidemiology, are addressed 
	c. Ensuring cross-discipline competencies, including environmental and chronic disease epidemiology, are addressed 

	d. Ensuring continuous professional development through the CEFOs tenure 
	d. Ensuring continuous professional development through the CEFOs tenure 



	 
	Program response (6a): Concur in principle 
	Sets of professional core competencies have been developed by expert groups in the domains of applied epidemiology, informatics, and public health preparedness and response. We will use two of these sets to identify competencies relevant for CEFOs. We plan to have the CEFOs complete a self-assessment of their competencies, based on: 
	• the Applied Epidemiology Competencies (AECs) developed by CDC and CSTE (
	• the Applied Epidemiology Competencies (AECs) developed by CDC and CSTE (
	• the Applied Epidemiology Competencies (AECs) developed by CDC and CSTE (
	• the Applied Epidemiology Competencies (AECs) developed by CDC and CSTE (
	CDC and CSTE Applied Epidemiology Competencies Brochure
	CDC and CSTE Applied Epidemiology Competencies Brochure

	) 


	• the Public Health Preparedness & Response Core Competency Model developed by OPHPR and ASPH (
	• the Public Health Preparedness & Response Core Competency Model developed by OPHPR and ASPH (
	• the Public Health Preparedness & Response Core Competency Model developed by OPHPR and ASPH (
	OPHPR and ASPH Public Health Preparedness and Response Core Competency Model
	OPHPR and ASPH Public Health Preparedness and Response Core Competency Model

	) 



	 
	We will then use this information to identify the areas where CEFOs have self-perceived proficiency and the areas where they have self-perceived gaps that may benefit from targeted training. 
	 
	In taking this approach, we are not directly addressing the first item in the recommendation – define the basic set of core competencies. Instead, we’re taking the competencies already developed by CDC in collaborations with CSTE and with ASPH, and using them as the basis to survey CEFOs about what they’re expected to do, what they’re good at, and what they want or need to get better at.  Once we have that information, we would use it as the basis for defining CEFOs’ competencies. We realize this is an indi
	 
	Program response (6b) re: Leadership, policy analysis and development: Concur 
	Program response (6b) re: Informatics: Concur in principle 
	The Applied Epidemiology Competencies (AECs) do include leadership and policy development. 
	 
	Informatics competencies for public health professionals (
	Informatics competencies for public health professionals (
	University of Washington School of Public Health and Community Medicine Northwest Center for Public Health Practice Informatics Competencies for Public Health Professionals
	University of Washington School of Public Health and Community Medicine Northwest Center for Public Health Practice Informatics Competencies for Public Health Professionals

	) and competencies for public health informaticians (
	http://www.cdc.gov/InformaticsCompetencies/) 
	http://www.cdc.gov/InformaticsCompetencies/) 

	have been developed. While it is important for CEFOs to have functional knowledge of how informatics supports public health practice, including public health preparedness, we do not expect CEFOs to be the leaders in providing that support for states. CDC’s Division of Informatics Practice, Policy & Coordination is developing the first Career Informatics Field Officer (CInFO) field assignment, at the request of the Los Angeles County Department of Public Health, and the CEFO Program has provided advice and c

	 
	 
	Career Epidemiology Field Officer (CEFO) Program Response to External Peer Review (continued) 
	 
	Program response (6c): Concur in principle 
	Environmental and chronic disease epidemiology-associated competencies are included in the AEC basic public health science competencies. But for environmental epidemiology we are not certain whether the assessment form developed for the AECs will help accurately identify relevant strengths and gaps for CEFOs (What is it that you need to know or be able to do, that you currently don’t know or can’t do?). If not, we may need to develop or identify an assessment tool for this purpose. 
	 
	Program response (6d): Concur 
	Concerning continuous professional development throughout the CEFO tenure, we will use the information on competencies to help determine which areas to address to enable career progression for individual CEFOs and enhanced contributions by them in their assignments. 
	 
	7. CDC leadership should reinforce and expand the role of the CEFO as a facilitator of bi-directional communication and coordination between CDC and assignee jurisdictions. 
	7. CDC leadership should reinforce and expand the role of the CEFO as a facilitator of bi-directional communication and coordination between CDC and assignee jurisdictions. 
	7. CDC leadership should reinforce and expand the role of the CEFO as a facilitator of bi-directional communication and coordination between CDC and assignee jurisdictions. 


	 
	Program response: Concur 
	We are continuing to encourage and enable CEFO participation in CDC workgroups and committees. For example 
	• PHPR Strategic Plan implementation. One CEFO is participating in the working group focused on advancing surveillance, epidemiology, and laboratory science and service practices 
	• PHPR Strategic Plan implementation. One CEFO is participating in the working group focused on advancing surveillance, epidemiology, and laboratory science and service practices 
	• PHPR Strategic Plan implementation. One CEFO is participating in the working group focused on advancing surveillance, epidemiology, and laboratory science and service practices 

	• Community Assessment for Public Health Emergency Response (CASPER) Subject Matter Experts Conference. Three CEFOs participated in this CDC-sponsored 2-day meeting in November 2011 to review and improve the methods and tools for CASPER surveys 
	• Community Assessment for Public Health Emergency Response (CASPER) Subject Matter Experts Conference. Three CEFOs participated in this CDC-sponsored 2-day meeting in November 2011 to review and improve the methods and tools for CASPER surveys 

	• State, Tribal, Local, & Territorial (STLT) Surveillance/Biosurveillance Work Group. This group has been organized by CDC’s Public Health Surveillance Program Office to enable CDC’s STLT partners to provide input on policy development and other issues relevant to design, implementation, and use of surveillance systems and data. The group has monthly teleconference meetings in which several CEFOs have participated as their time allows. 
	• State, Tribal, Local, & Territorial (STLT) Surveillance/Biosurveillance Work Group. This group has been organized by CDC’s Public Health Surveillance Program Office to enable CDC’s STLT partners to provide input on policy development and other issues relevant to design, implementation, and use of surveillance systems and data. The group has monthly teleconference meetings in which several CEFOs have participated as their time allows. 


	 
	We are working with OPHPR’s Division of Emergency Operations to develop a standard operational procedure for EOC-CEFO communications. The impetus for this comes from our experience during the Hurricane Irene response in September 2011. CEFOs in eastern states struck by the hurricane (Florida, North Carolina, Virginia, Pennsylvania, New York, Vermont, and Maine) participated by teleconference in daily CDC staff meetings and were able to provide valuable “front line” updates about the storm’s impact and the p
	 
	8. The CEFO Program should ensure widespread dissemination of CEFO products. The workgroup heard testimony from stakeholders and CEFOs regarding CEFO enhancements in epidemiology systems, training, drills and exercises, etc. These work products, enhancements to system operations and other innovations developed by CEFOs were determined to be of value to the entire public health preparedness field. 
	8. The CEFO Program should ensure widespread dissemination of CEFO products. The workgroup heard testimony from stakeholders and CEFOs regarding CEFO enhancements in epidemiology systems, training, drills and exercises, etc. These work products, enhancements to system operations and other innovations developed by CEFOs were determined to be of value to the entire public health preparedness field. 
	8. The CEFO Program should ensure widespread dissemination of CEFO products. The workgroup heard testimony from stakeholders and CEFOs regarding CEFO enhancements in epidemiology systems, training, drills and exercises, etc. These work products, enhancements to system operations and other innovations developed by CEFOs were determined to be of value to the entire public health preparedness field. 


	 
	 
	Career Epidemiology Field Officer (CEFO) Program Response to External Peer Review (continued) 
	 
	Program response: Concur in principle 
	These are some examples of CEFOs’ contributions in preparedness and response 
	• Use of CASPER surveys in non-disaster settings, thus obtaining health assessment data for communities while providing state and local health department staff with training and experience that prepares them to perform post-disaster surveys. 
	• Use of CASPER surveys in non-disaster settings, thus obtaining health assessment data for communities while providing state and local health department staff with training and experience that prepares them to perform post-disaster surveys. 
	• Use of CASPER surveys in non-disaster settings, thus obtaining health assessment data for communities while providing state and local health department staff with training and experience that prepares them to perform post-disaster surveys. 

	• Training of state and local health department staff to use Epi Info 7 software for outbreak investigations, post-disaster surveillance, and other public health needs. In addition, during a CEFO’s temporary detail to assist epidemiologic capacity development in Haiti, she trained several local staff in use of Epi Info 7 as a key element in advancing their reportable disease surveillance from a paper-based system to an electronic one. 
	• Training of state and local health department staff to use Epi Info 7 software for outbreak investigations, post-disaster surveillance, and other public health needs. In addition, during a CEFO’s temporary detail to assist epidemiologic capacity development in Haiti, she trained several local staff in use of Epi Info 7 as a key element in advancing their reportable disease surveillance from a paper-based system to an electronic one. 

	• Development of a partnership among a state’s public health agencies, schools of public health, and healthcare organizations. Through shared support for staff training and student practicums they are strengthening epidemiologic capacity despite budget constraints and personnel shortages. 
	• Development of a partnership among a state’s public health agencies, schools of public health, and healthcare organizations. Through shared support for staff training and student practicums they are strengthening epidemiologic capacity despite budget constraints and personnel shortages. 

	• Development of a statewide policy for hospital surge capacity, to coordinate public health, emergency response, and healthcare agencies’ roles and responsibilities in disaster response. 
	• Development of a statewide policy for hospital surge capacity, to coordinate public health, emergency response, and healthcare agencies’ roles and responsibilities in disaster response. 


	 
	We will begin or continue to disseminate information about these and other CEFO contributions (including work products, e.g. guidelines or protocols) by various routes 
	• Presentations at scientific conferences 
	• Presentations at scientific conferences 
	• Presentations at scientific conferences 

	• Reports in scientific literature 
	• Reports in scientific literature 

	• Summaries posted on the web, with links to more detailed information 
	• Summaries posted on the web, with links to more detailed information 


	 
	9. CDC and the CEFO Program should enhance the visibility of the program by promoting the products of the CEFOs work, such as publishing an annual report demonstrating the success of the program. 
	9. CDC and the CEFO Program should enhance the visibility of the program by promoting the products of the CEFOs work, such as publishing an annual report demonstrating the success of the program. 
	9. CDC and the CEFO Program should enhance the visibility of the program by promoting the products of the CEFOs work, such as publishing an annual report demonstrating the success of the program. 


	 
	Program response: Concur in principle 
	We are drafting a manuscript: Improving Epidemiologic Capacity in State and Local Health Departments: The CDC Career Epidemiology Field Officer Program that will describe the CEFO program and its contributions to public health preparedness and response. 
	 
	As noted for Recommendation 8, sharing CEFO work at conferences, in publications, and via electronic media can enhance program visibility 
	 
	NOTE: The CEFO program has completed only limited planning and implementation for responses to recommendations 8 and 9; time and effort have mostly been focused on the preceding 7 recommendations.
	APPENDIX D 
	 
	Preparedness and Emergency Response Research Centers (PERRC) Response to External Peer Review 
	 
	BACKGROUND 
	An ad hoc Board of Scientific Counselors (BSC) workgroup performed an external peer review of the Office for Public Health Preparedness and Response (OPHPR)-funded Preparedness and Emergency Response Research Centers (PERRCs) Program review. 
	 
	The review included activities conducted within the first 2.5 years at seven PERRCs (Harvard School of Public Health, University of North Carolina, Johns Hopkins University, University of Pittsburgh, University of Washington, Emory University, and University of Minnesota; funded in September 2008). 
	 
	Activities conducted within 1.5 years were evaluated for PERRCs at the University of California, Berkeley, and University of California, Los Angeles (funded in September 2009). The workgroup was charged with the assessment of the functioning of the administrative core (Objective # 1), and progress of the individual and inter-related research projects of each PERRC toward achieving results for near term impacts on public health preparedness and response systems (PHPRS) (Objective # 2). 
	 
	This review was focused specifically on an evaluation of 
	1. The conduct of required activities (as specified by the funding opportunity announcement (FOA) in the administrative core and the support and oversight of individual, inter-related research projects. Reviewers were asked to evaluate 
	1. The conduct of required activities (as specified by the funding opportunity announcement (FOA) in the administrative core and the support and oversight of individual, inter-related research projects. Reviewers were asked to evaluate 
	1. The conduct of required activities (as specified by the funding opportunity announcement (FOA) in the administrative core and the support and oversight of individual, inter-related research projects. Reviewers were asked to evaluate 

	a. The support and development of pilot research projects and new investigator training and the potential public health impact from these activities 
	a. The support and development of pilot research projects and new investigator training and the potential public health impact from these activities 
	a. The support and development of pilot research projects and new investigator training and the potential public health impact from these activities 

	b. The role of an established Advisory Committee and evidence that this body has provided meaningful support and guidance to research at the PERRC 
	b. The role of an established Advisory Committee and evidence that this body has provided meaningful support and guidance to research at the PERRC 

	c. Centralized scientific guidance and financial administration for the individual and interdependent research projects 
	c. Centralized scientific guidance and financial administration for the individual and interdependent research projects 


	2. The progress in a PERRC’s individual and inter-related research projects toward achieving original research goals and the potential for ongoing research to yield near-term results (3-5 years) to help strengthen practice in the public health preparedness and response system (PHPRS). In evaluating the research, reviewers will be asked to assess the 
	2. The progress in a PERRC’s individual and inter-related research projects toward achieving original research goals and the potential for ongoing research to yield near-term results (3-5 years) to help strengthen practice in the public health preparedness and response system (PHPRS). In evaluating the research, reviewers will be asked to assess the 

	a. Development of transferable knowledge to improve the PHPRS or development of tools, models, and other practical applications for response to all hazards. This may include a consideration of 
	a. Development of transferable knowledge to improve the PHPRS or development of tools, models, and other practical applications for response to all hazards. This may include a consideration of 
	a. Development of transferable knowledge to improve the PHPRS or development of tools, models, and other practical applications for response to all hazards. This may include a consideration of 

	i. Evidence that the projects have yielded research findings that have been transferred to practice and helped improve preparedness and response capabilities and performance (e.g., as a result of research findings, practitioners have changed their behavior resulting in more effective or science-based approaches to practice) 
	i. Evidence that the projects have yielded research findings that have been transferred to practice and helped improve preparedness and response capabilities and performance (e.g., as a result of research findings, practitioners have changed their behavior resulting in more effective or science-based approaches to practice) 
	i. Evidence that the projects have yielded research findings that have been transferred to practice and helped improve preparedness and response capabilities and performance (e.g., as a result of research findings, practitioners have changed their behavior resulting in more effective or science-based approaches to practice) 

	ii. The future potential for the projects to yield results that can be transferred to practice and improve or strengthen preparedness and response capabilities and performance 
	ii. The future potential for the projects to yield results that can be transferred to practice and improve or strengthen preparedness and response capabilities and performance 




	b. The extent to which a public health systems research approach is used and the extent to which research partnerships are a key factor in achieving research results. This may include a consideration of the quality and quantity of 
	b. The extent to which a public health systems research approach is used and the extent to which research partnerships are a key factor in achieving research results. This may include a consideration of the quality and quantity of 
	b. The extent to which a public health systems research approach is used and the extent to which research partnerships are a key factor in achieving research results. This may include a consideration of the quality and quantity of 
	b. The extent to which a public health systems research approach is used and the extent to which research partnerships are a key factor in achieving research results. This may include a consideration of the quality and quantity of 

	i. Collaborations with state and local public health and organizations across the PHPRS 
	i. Collaborations with state and local public health and organizations across the PHPRS 
	i. Collaborations with state and local public health and organizations across the PHPRS 

	ii. A multidisciplinary research team 
	ii. A multidisciplinary research team 


	c. The adequacy of methods to disseminate research findings that are accessible and appropriate for multiple audiences, in particular public health preparedness and response practitioners and policy makers 
	c. The adequacy of methods to disseminate research findings that are accessible and appropriate for multiple audiences, in particular public health preparedness and response practitioners and policy makers 

	d. The metrics and indicators developed for this evaluation to illustrate and measure the impact of research outcomes on PHPRS. 
	d. The metrics and indicators developed for this evaluation to illustrate and measure the impact of research outcomes on PHPRS. 



	 
	The PERRC external peer review was conducted by a 7-member ad hoc BSC workgroup with two members of OPHPR’s BSC serving as workgroup co-chairs and five invited expert reviewers external to the BSC. The workgroup met for 3.5 days on August 9 - 12, 2011 in Atlanta, GA. 
	 
	In a report to the BSC, the workgroup made 19 recommendations, of which two were overarching recommendations, eight related to the core (Review Objective #1), and nine related to the progress in individual research projects and evidence of impact (Review Objective #2). The findings and recommendation from the workgroup were presented to OPHPR’s BSC in a meeting held on January 3, 2012. All the 19 recommendations were approved by the BSC. 
	 
	The PERRCs’ work is monitored by OPHPR’s Extramural Research Program Office (ERPO or “the program”). The ERPO response to each BSC recommendation is provided below. ERPO worked with PERRC Principal Investigator workgroup for their input on how to address the recommendations that require PERRCs active engagement for implementation. It is worth mentioning that it is the same workgroup that provided input to ERPO in developing metrics for PERRC mid-project review. 
	 
	For the purpose of these program responses 
	• Concur: ERPO agrees with the recommendation and has the funding, staff, and the resources to implement and address 
	• Concur: ERPO agrees with the recommendation and has the funding, staff, and the resources to implement and address 
	• Concur: ERPO agrees with the recommendation and has the funding, staff, and the resources to implement and address 

	• Concur in principle: ERPO agrees with the recommendation, but at this time lacks the funding, staff, or other resources to implement. In such cases, ERPO has developed proposals to address the recommendation should funds become available. Further action would require additional OPHPR resources (funding, staff, or other resources).
	• Concur in principle: ERPO agrees with the recommendation, but at this time lacks the funding, staff, or other resources to implement. In such cases, ERPO has developed proposals to address the recommendation should funds become available. Further action would require additional OPHPR resources (funding, staff, or other resources).


	PERRC Program Response to External Peer Review (continued) 
	 
	Overarching Recommendation 
	1. Financial support of research centers should be continued to ensure sustained development of scientific evidence and research capacity in support of best practices for the field of public health preparedness and emergency response. 
	1. Financial support of research centers should be continued to ensure sustained development of scientific evidence and research capacity in support of best practices for the field of public health preparedness and emergency response. 
	1. Financial support of research centers should be continued to ensure sustained development of scientific evidence and research capacity in support of best practices for the field of public health preparedness and emergency response. 


	 
	Program response: Concur 
	With resources available in FY2012, the ERPO will address this recommendation to the extent possible thru the following activities 
	• Fund the continuation of PERRC program activities that are determined to yield the most promising results that can be translated to support best practices for preparedness and response 
	• Fund the continuation of PERRC program activities that are determined to yield the most promising results that can be translated to support best practices for preparedness and response 
	• Fund the continuation of PERRC program activities that are determined to yield the most promising results that can be translated to support best practices for preparedness and response 

	• Encourage PERRCs to seek funding from other sources. The existence of these research centers has enabled several investigators to attract more than $188 million in additional funding from USAID, USDA, NSF, NACCHO, Kaiser Foundation, Robert Wood Johnson Foundation, etc. (reported from PERRCs at Pittsburgh, UNC, Harvard, Washington, Minnesota, Emory, and Johns Hopkins).  It is unknown how much, if any, of these funds are directed to addressing public preparedness and response research 
	• Encourage PERRCs to seek funding from other sources. The existence of these research centers has enabled several investigators to attract more than $188 million in additional funding from USAID, USDA, NSF, NACCHO, Kaiser Foundation, Robert Wood Johnson Foundation, etc. (reported from PERRCs at Pittsburgh, UNC, Harvard, Washington, Minnesota, Emory, and Johns Hopkins).  It is unknown how much, if any, of these funds are directed to addressing public preparedness and response research 

	• Continue to actively identify and share information with PERRCs on potential funding opportunities and research collaborations, including potential public and private funding organizations that have aligned research interests. Examples of successful collaborations are given below: 
	• Continue to actively identify and share information with PERRCs on potential funding opportunities and research collaborations, including potential public and private funding organizations that have aligned research interests. Examples of successful collaborations are given below: 

	 ERPO connected UNC, Pittsburgh, and Minnesota PERRCs with DHS’s National Center for the Study of Preparedness and Catastrophic Event Response 
	 ERPO connected UNC, Pittsburgh, and Minnesota PERRCs with DHS’s National Center for the Study of Preparedness and Catastrophic Event Response 

	 Washington PERRC is working with DHS in developing protocols and procedures related to sending public health emergency information via text messaging (SMS) 
	 Washington PERRC is working with DHS in developing protocols and procedures related to sending public health emergency information via text messaging (SMS) 

	 PERRC’s connections across CDC resulted in additional funding from the CDC H1N1 Task Force to Pittsburgh PERRC ($336,720), OPHPR’s Division of State and Local Readiness to Johns Hopkins PERRC ($299,656), and National Center for Injury Prevention and Control to Washington PERRC ($98,735) 
	 PERRC’s connections across CDC resulted in additional funding from the CDC H1N1 Task Force to Pittsburgh PERRC ($336,720), OPHPR’s Division of State and Local Readiness to Johns Hopkins PERRC ($299,656), and National Center for Injury Prevention and Control to Washington PERRC ($98,735) 

	 A research collaboration was established between the Berkeley PERRC and NCEH (Environmental Public Health Readiness Branch) to address chemical event preparedness and response-related research 
	 A research collaboration was established between the Berkeley PERRC and NCEH (Environmental Public Health Readiness Branch) to address chemical event preparedness and response-related research 


	 
	Overarching Recommendation 
	2. If additional funding were to become available for the existing PERRCs, priority should be given to funding centers that meet the following criteria 
	2. If additional funding were to become available for the existing PERRCs, priority should be given to funding centers that meet the following criteria 
	2. If additional funding were to become available for the existing PERRCs, priority should be given to funding centers that meet the following criteria 

	a. A record of exceptional past performance based on both the quantitative and qualitative metrics used in the mid-course review 
	a. A record of exceptional past performance based on both the quantitative and qualitative metrics used in the mid-course review 
	a. A record of exceptional past performance based on both the quantitative and qualitative metrics used in the mid-course review 

	b. The use of a truly multi-disciplinary and systems-based approach to research in public health preparedness and response 
	b. The use of a truly multi-disciplinary and systems-based approach to research in public health preparedness and response 

	c. A proposed research plan that addresses recognized needs in the field, that can be completed within the time frame of the additional funding, and that has the potential to yield results that can inform practice 
	c. A proposed research plan that addresses recognized needs in the field, that can be completed within the time frame of the additional funding, and that has the potential to yield results that can inform practice 

	d. Evidence of ongoing projects that are evaluating new interventions or comparing existing programs or practices to identify what works best 
	d. Evidence of ongoing projects that are evaluating new interventions or comparing existing programs or practices to identify what works best 



	 
	Program response: Concur in principle 
	The PERRCs were funded under a competitive funding opportunity and grant policy requires that all selected grantees must be funded at some level if funds are available. The criteria detailed in this recommendation provide an order of priority for achieving program goals and will be considered within the context of departmental and agency regulations for funding research grant awards.
	PERRC Program Response to External Peer Review (continued) 
	 
	Core Recommendation Re: Pilot Projects 
	3. A database of pilot projects completed by the PERRCs should be developed to include a description of the overall project, a summary of results, documented or potential impact of the results, an assessment of what worked and what did not work, lessons learned and recommendations for next steps. This information should be made broadly available to the research community. 
	3. A database of pilot projects completed by the PERRCs should be developed to include a description of the overall project, a summary of results, documented or potential impact of the results, an assessment of what worked and what did not work, lessons learned and recommendations for next steps. This information should be made broadly available to the research community. 
	3. A database of pilot projects completed by the PERRCs should be developed to include a description of the overall project, a summary of results, documented or potential impact of the results, an assessment of what worked and what did not work, lessons learned and recommendations for next steps. This information should be made broadly available to the research community. 


	 
	Program response: Concur in principle 
	The program currently receives information regarding research findings, work products (final, published or public products intended for use and/or dissemination), and success stories related to the pilot projects in interim and annual progress reports. Additional resources are needed to retool an existing program database to expand the information collected on each of the pilot projects, conduct a synthesis of that information, and develop a mechanism to provide public access. 
	 
	Pending the availability of resources to support these efforts ERPO will work with the PERRCs to determine 
	• The type of information or products that should be made available from CDC-funded PERRC research work and products 
	• The type of information or products that should be made available from CDC-funded PERRC research work and products 
	• The type of information or products that should be made available from CDC-funded PERRC research work and products 

	• When that information or product should be shared (e.g. pre- or post- publication) 
	• When that information or product should be shared (e.g. pre- or post- publication) 

	• The methods or venues for dissemination of this information (e.g. via internet homepages of PERRCs, ASPH, NACCHO, ASTHO, and OPHPR and newsletters of ASPH, NACCHO, OPHPR and ASTHO) 
	• The methods or venues for dissemination of this information (e.g. via internet homepages of PERRCs, ASPH, NACCHO, ASTHO, and OPHPR and newsletters of ASPH, NACCHO, OPHPR and ASTHO) 

	• The extent to which the PERRCs can develop this additional information and work with the OPHPR Office of Communication to develop a strategy for making the information publicly available 
	• The extent to which the PERRCs can develop this additional information and work with the OPHPR Office of Communication to develop a strategy for making the information publicly available 


	 
	Core Recommendation Re: Pilot Projects 
	4. Any future PERRC funding opportunities should continue to encourage grantees to consider the balance and diversity of research partners and populations served in the selection of pilot projects. 
	4. Any future PERRC funding opportunities should continue to encourage grantees to consider the balance and diversity of research partners and populations served in the selection of pilot projects. 
	4. Any future PERRC funding opportunities should continue to encourage grantees to consider the balance and diversity of research partners and populations served in the selection of pilot projects. 


	 
	Program response: Concur 
	The Pilot projects have involved research partners from across the public health system (e.g., 11 in case of Minnesota’s three pilot projects), and have served different geographic areas and different types of at-risk populations (e.g., University of Pittsburgh’s pilot and supplemental studies of vaccine acceptability among minority populations, UNC pilot studies about communicating emergency information to homeless populations, Washington PERRC pilot studies about communicating public health emergency info
	 
	The PERRCs that elected to continue pilot projects, despite funding cuts, were advised to address the diversity consideration in their selection process, e.g., PERRCs at the University of California at Berkeley and Los Angeles. 
	 
	The program is also addressing this recommendation by including the following points in guidance sent to the PERRCs for preparing their progress report and FY 2012 applications for continued funding 
	• Consider the balance and diversity of research partners and populations served in the selection of pilot projects if funding is available for this activity in the future 
	• Consider the balance and diversity of research partners and populations served in the selection of pilot projects if funding is available for this activity in the future 
	• Consider the balance and diversity of research partners and populations served in the selection of pilot projects if funding is available for this activity in the future 

	• Describe in the interim and annual progress reports the diversity in the partners participating in and populations served in completed pilot projects 
	• Describe in the interim and annual progress reports the diversity in the partners participating in and populations served in completed pilot projects 


	PERRC Program Response to External Peer Review (continued) 
	 
	Core Recommendation Re: New Investigators 
	5. While the PERRCs have been successful in engaging new investigators from varied disciplines in their work, they should pay particular attention to ensuring greater diversity, especially of under-represented minorities. 
	5. While the PERRCs have been successful in engaging new investigators from varied disciplines in their work, they should pay particular attention to ensuring greater diversity, especially of under-represented minorities. 
	5. While the PERRCs have been successful in engaging new investigators from varied disciplines in their work, they should pay particular attention to ensuring greater diversity, especially of under-represented minorities. 


	 
	Program response: Concur in principle 
	PERRCs have engaged new investigators from at-risk and under-represented minority populations, including deaf and hard of hearing (UC Berkeley) and minority populations (e.g., University of Minnesota, and Harvard University). However, this was not a requirement stipulated in the FOA for the PERRCs, and extensive data on the level of diversity among the new investigators has not been captured.  To address this recommendation, the program will encourage the PERRCs to make greater efforts to ensure diversity a
	• Include institutions that represent under-represented minorities in their call for applicants if funds are available for this activity in the future (See: 
	• Include institutions that represent under-represented minorities in their call for applicants if funds are available for this activity in the future (See: 
	• Include institutions that represent under-represented minorities in their call for applicants if funds are available for this activity in the future (See: 
	• Include institutions that represent under-represented minorities in their call for applicants if funds are available for this activity in the future (See: 
	US Department of Education Lists of Postsecondary Schools Enrolling Populations with Significant Percentages of Minority Students
	US Department of Education Lists of Postsecondary Schools Enrolling Populations with Significant Percentages of Minority Students

	). 


	• Report their efforts to ensure diversity among new investigators in their interim and annual progress reporting 
	• Report their efforts to ensure diversity among new investigators in their interim and annual progress reporting 


	 
	Core Recommendation Re: New Investigators 
	6. PERRCs should track the extent to which new investigators retain their involvement in public health preparedness and emergency response research. Overall, PERRCs should develop a more systematic way of assessing the impact of PERRC training on the careers of researchers who are new to the field. 
	6. PERRCs should track the extent to which new investigators retain their involvement in public health preparedness and emergency response research. Overall, PERRCs should develop a more systematic way of assessing the impact of PERRC training on the careers of researchers who are new to the field. 
	6. PERRCs should track the extent to which new investigators retain their involvement in public health preparedness and emergency response research. Overall, PERRCs should develop a more systematic way of assessing the impact of PERRC training on the careers of researchers who are new to the field. 


	 
	Program response: Concur 
	ERPO has taken the initiative to track new investigator involvement by assessing the impact of PERRC training on the careers of new investigators by tracking publications, conferences proceedings/abstracts, and other types of products or tools where new investigators’ work was involved, as reported by PERRCs in interim and annual reports. 
	 
	ERPO will compile a list of new investigators trained in PERRCs and will track their research interest based on their future publications in peer reviewed journals. ERPO will update the list semiannually. 
	 
	It is important to note that without significant PHPRS research funding, it is difficult to 
	attract and retain researchers. With diminishing research funding, new investigators will look for opportunities in other fields there will be long-term career benefits even if not directly linked to public health preparedness science. 
	 
	Core Recommendation Re: New Investigators 
	7. If there are future funding opportunities for research in PHPRS, they should continue to encourage awardees to train new investigators and students, in order to grow the multidisciplinary field of PHPRS researchers. 
	7. If there are future funding opportunities for research in PHPRS, they should continue to encourage awardees to train new investigators and students, in order to grow the multidisciplinary field of PHPRS researchers. 
	7. If there are future funding opportunities for research in PHPRS, they should continue to encourage awardees to train new investigators and students, in order to grow the multidisciplinary field of PHPRS researchers. 


	 
	Program response: Concur in principle 
	To address this recommendation, as allowed by departmental and agency regulations for funding research grant awards and as appropriate for the objectives of the research initiative, OPHPR will include language in future PHPRS-related FOAs to encourage applicants to train students and new investigators . For 
	example, as appropriate, this criterion can be included as a FOA Additional Review Criterion, and considered among the funding priorities during the programmatic review of applications. 
	 
	Core Recommendation Re: Advisory Committees 
	8. As appropriate, PERRCs should consider enhancing the involvement of: the business community, elected officials, public safety professionals and emergency management personnel.  In addition, they should ensure representation of academics from disciplines often under-represented in public health preparedness and response systems research (e.g., business, engineering, psychology, sociology, anthropology, political science, economics, social work, and other health science professionals). 
	8. As appropriate, PERRCs should consider enhancing the involvement of: the business community, elected officials, public safety professionals and emergency management personnel.  In addition, they should ensure representation of academics from disciplines often under-represented in public health preparedness and response systems research (e.g., business, engineering, psychology, sociology, anthropology, political science, economics, social work, and other health science professionals). 
	8. As appropriate, PERRCs should consider enhancing the involvement of: the business community, elected officials, public safety professionals and emergency management personnel.  In addition, they should ensure representation of academics from disciplines often under-represented in public health preparedness and response systems research (e.g., business, engineering, psychology, sociology, anthropology, political science, economics, social work, and other health science professionals). 


	 
	Program response: Concur in principle 
	To address this recommendation the program will encourage the PERRCs to enhance the involvement of members, as appropriate, from these other areas. Current Advisory Committee membership across the PERRCs include individuals from diverse disciplines, who have been involved since the start of the PERRCs (including the disciplines called-out in this recommendation), and have a depth of knowledge of the PERRCs. 
	 
	At this point in time, the PERRCs are winding down their research projects and there may be less benefit from adding new advisory members. However, in guidance sent to the PERRCs for preparing their progress report and FY 2012 applications for continued funding, ERPO has included language encouraging the PERRCs who are rotating in new Advisory Committee members to consider filling the gaps with individuals representing the range of disciplines and domains mentioned above, especially as relevant to the resea
	 
	Core Recommendation Re: Advisory Committees 
	9. The workgroup encourages greater use of project-specific advisory groups where appropriate.  The expanded participatory advisory committee concept already adopted by some PERRCs, with greater committee “hands-on” project participation is a good one worth expanding. 
	9. The workgroup encourages greater use of project-specific advisory groups where appropriate.  The expanded participatory advisory committee concept already adopted by some PERRCs, with greater committee “hands-on” project participation is a good one worth expanding. 
	9. The workgroup encourages greater use of project-specific advisory groups where appropriate.  The expanded participatory advisory committee concept already adopted by some PERRCs, with greater committee “hands-on” project participation is a good one worth expanding. 


	 
	Program response: Concur in principle 
	PERRCs will continue to use project-specific advisory groups to the extent possible. Those independent projects that do not have specific advisory groups will be encouraged to continue to obtain advice or input on the research from partners and organizations across the public health system at conferences, meetings, and through other avenues. The PERRCs are winding down their research projects and there may be less benefit from establishing a new advisory group or creating new project-specific advisory commi
	 
	Core Recommendation Re: Collaboration across Centers 
	10. Mechanisms should be created to enhance networking of both new and established investigators across centers. These mechanisms could include development and implementation of 
	10. Mechanisms should be created to enhance networking of both new and established investigators across centers. These mechanisms could include development and implementation of 
	10. Mechanisms should be created to enhance networking of both new and established investigators across centers. These mechanisms could include development and implementation of 

	a. A searchable database of PERRC investigators to include research interests and disciplinary foci 
	a. A searchable database of PERRC investigators to include research interests and disciplinary foci 
	a. A searchable database of PERRC investigators to include research interests and disciplinary foci 

	b. A web-based forum to allow investigators to interact with each other around specific topics of mutual interest 
	b. A web-based forum to allow investigators to interact with each other around specific topics of mutual interest 

	c. A clearinghouse of surveys, tools, research findings accessible by PERRC investigators 
	c. A clearinghouse of surveys, tools, research findings accessible by PERRC investigators 

	d. Monthly webinar series organized by topic areas or cross-cutting research themes for the PERRCs to share research result and lessons learned 
	d. Monthly webinar series organized by topic areas or cross-cutting research themes for the PERRCs to share research result and lessons learned 



	 
	 
	PERRC Program Response to External Peer Review (continued) 
	 
	Program Response to 10 (Overview) 
	ERPO concurs in principle with the recommendation to create mechanisms for enhancing the networking of investigators across centers. Some of the suggested mechanisms are already in place. For example, ERPO holds networking sessions of PERRC investigators across centers during PERRC annual meetings, the NACCHO Public Health Preparedness Summit (2011, 2012), and the Public Health Services and Systems Research Keeneland Conference (2010). These meetings have been excellent venues for fostering networking, and 
	 
	Program Response (10a): Concur in principle 
	Significant resources will be needed to develop any searchable database. As an alternative the ERPO will engage the ASPH to determine their ability to develop a Microsoft Excel or Access file and provide this information to PERRC investigators thru the secure PERRC Workgroup site (
	Significant resources will be needed to develop any searchable database. As an alternative the ERPO will engage the ASPH to determine their ability to develop a Microsoft Excel or Access file and provide this information to PERRC investigators thru the secure PERRC Workgroup site (
	Association of Schools of Public Health PERRC forum
	Association of Schools of Public Health PERRC forum

	). If possible, we could then request updated information about research interests and disciplinary focus from all PERRC investigators. 

	 
	Program Response (10b): Concur 
	A secure web-based forum for PERRCs already exists at (
	A secure web-based forum for PERRCs already exists at (
	Association of Schools of Public Health PERRC forum
	Association of Schools of Public Health PERRC forum

	) and was made available by the ASPH at the program’s request. All PERRC investigators were provided with login credentials for free access to the site. ERPO is working to encourage the PERRCs’ use of this site by posting program-related announcements and documents on the ASPH workgroup website. 

	 
	Program Response (10c): Concur in principle 
	To address this recommendation, ERPO will engage the ASPH to determine their ability to develop, with the help from PERRCs, a clearinghouse of surveys, tools, and research findings. If possible, ERPO would then work with ASPH to make this information available, with consent from PERRC investigators to post any unpublished data collection methods and findings, on the ASPH website (
	To address this recommendation, ERPO will engage the ASPH to determine their ability to develop, with the help from PERRCs, a clearinghouse of surveys, tools, and research findings. If possible, ERPO would then work with ASPH to make this information available, with consent from PERRC investigators to post any unpublished data collection methods and findings, on the ASPH website (
	Association of Schools of Public Health PERRC forum
	Association of Schools of Public Health PERRC forum

	). The access to that site is restricted to PERRC investigators to safeguard PERRC investigators’ intellectual property. 

	 
	Program Response (10d): Concur in principle 
	ERPO established monthly webinars at the beginning of the program. During the subsequent Annual Program meeting, the PERRCs expressed their lack of enthusiasm about continuing the webinar series because of the time commitment in preparing for them. Alternatively, ERPO has encouraged PERRC investigators to visit CDC to give seminars on their research depending on their funds and availability. Since May 2010, ERPO has featured eight seminar presentations at CDC, which are also scheduled as webinars to allow o
	PERRC Program Response to External Peer Review (continued) 
	 
	Recommendation Re: Progress in Individual Research and Evidence of Impact 
	11. OPHPR should work to develop an updated research agenda for public health preparedness and response systems. The updated agenda should build upon the IOM recommended research priorities that are the focus of the PERRCs. Future funding opportunities for PHPRS research should emphasize 
	11. OPHPR should work to develop an updated research agenda for public health preparedness and response systems. The updated agenda should build upon the IOM recommended research priorities that are the focus of the PERRCs. Future funding opportunities for PHPRS research should emphasize 
	11. OPHPR should work to develop an updated research agenda for public health preparedness and response systems. The updated agenda should build upon the IOM recommended research priorities that are the focus of the PERRCs. Future funding opportunities for PHPRS research should emphasize 

	a. Systems research that addresses the challenges of integrating across the components of the public health system 
	a. Systems research that addresses the challenges of integrating across the components of the public health system 
	a. Systems research that addresses the challenges of integrating across the components of the public health system 

	b. Interventional research (i.e. development and evaluation of new interventions) 
	b. Interventional research (i.e. development and evaluation of new interventions) 

	c. Comparative effectiveness research (i.e., comparing what practices work best for whom and why) 
	c. Comparative effectiveness research (i.e., comparing what practices work best for whom and why) 

	d. Translational or implementation research (i.e., research into the barriers and facilitators of implementing strategies of proven efficacy across different settings and at-risk populations) 
	d. Translational or implementation research (i.e., research into the barriers and facilitators of implementing strategies of proven efficacy across different settings and at-risk populations) 

	e. Mechanisms to encourage collaboration on joint research projects among awardees 
	e. Mechanisms to encourage collaboration on joint research projects among awardees 



	 
	Program response: Concur in principle 
	ERPO is conducting a systematic assessment of research that has been funded by OPHPR over the last five years. The report from this assessment is intended to provide foundational information to support the development of an updated preparedness research agenda for OPHPR. The report will discuss the outcome of previous research and how these results could be expected to contribute to preparedness and response practice. A workgroup of practice partners, including preparedness systems researchers, is planned t
	 
	ERPO recognizes the scientific values of the recommendations 11a-d and will discuss with OPHPR leadership how this recommendation may influence our research agenda. 
	 
	Recommendation Re: Progress in Individual Research and Evidence of Impact 
	12. In moving forward, there should be greater emphasis on demonstrating impact at the regional and national levels. 
	12. In moving forward, there should be greater emphasis on demonstrating impact at the regional and national levels. 
	12. In moving forward, there should be greater emphasis on demonstrating impact at the regional and national levels. 


	 
	Program response: Concur in principle 
	ERPO is requesting the BSC provide clarification whether “regional level” impact references the 10 HHS regions or other. ERPO will continue to work with the PERRCs to assess and demonstrate the impact/potential impact of research findings at the regional and national level, such as the information that presented to the Ad Hoc Workgroup in the Research Impact Briefs. Although a limited selection of Research Impact Briefs (only one per PERRC) appeared in the program review materials, other examples exist. 
	 
	To further address this recommendation, the ERPO is currently developing a framework for translating PERRC and other OPHPR-funded research findings to preparedness practice, (anticipated to be available in early 2013). Implementation of the framework is intended to help OPHPR reach a broader audience of preparedness and response practitioners and facilitate the use of science-based evidence to impact preparedness practice on the regional and national level. 
	 
	Recommendation Re: Progress in Individual Research and Evidence of Impact 
	13. As future funding opportunities for research in PHPRS become available, priority should be given to demonstrating longer term impact and scalability of interventions and strategies. 
	13. As future funding opportunities for research in PHPRS become available, priority should be given to demonstrating longer term impact and scalability of interventions and strategies. 
	13. As future funding opportunities for research in PHPRS become available, priority should be given to demonstrating longer term impact and scalability of interventions and strategies. 


	 
	Program response: Concur in principle 
	ERPO concurs in principle with the recommendation. ERPO will work with the Office of Science and Public Health Practice, PHPR’s Division of State and Local Readiness, and the Office of the Director to determine how best to address this recommendation when future funding opportunities for PHPRS research become available. Efforts to address this recommendation are subject to conditions set forth by departmental and agency regulations for funding research grant awards and as aligned with the objectives of the 
	 
	Recommendation Re: Progress in Individual Research and Evidence of Impact 
	14. The further development and dissemination of research impact statements should be given priority over the next 12-18 months. These impact statements should be used more effectively to engage with key policymakers and decision makers at the state and local levels. 
	14. The further development and dissemination of research impact statements should be given priority over the next 12-18 months. These impact statements should be used more effectively to engage with key policymakers and decision makers at the state and local levels. 
	14. The further development and dissemination of research impact statements should be given priority over the next 12-18 months. These impact statements should be used more effectively to engage with key policymakers and decision makers at the state and local levels. 


	 
	Program response: Concur 
	ERPO will 
	• Continue working with PERRCs to update already developed Research Impact Briefs 
	• Continue working with PERRCs to update already developed Research Impact Briefs 
	• Continue working with PERRCs to update already developed Research Impact Briefs 

	• Engage the PERRCs in determining additional examples of research impacts and develop a timeline to prepare additional briefs for other research outcomes. In some situations, the dissemination of some of the briefs may need to wait until the research results have been published in peer-reviewed journals. 
	• Engage the PERRCs in determining additional examples of research impacts and develop a timeline to prepare additional briefs for other research outcomes. In some situations, the dissemination of some of the briefs may need to wait until the research results have been published in peer-reviewed journals. 

	• Work with the OPHPR Office of Communication and the Office for Policy and Program Evaluation, with input from the PERRCs, to develop a strategy for using these briefs more effectively to communicate the preparedness and response impact of PERRC research. For example, hard copies of PERRC approved briefs were shared with practitioners at the 2012 Public Health Preparedness Summit. This strategy may identify more effective ways to use the briefs to engage relevant policymakers and decision makers. 
	• Work with the OPHPR Office of Communication and the Office for Policy and Program Evaluation, with input from the PERRCs, to develop a strategy for using these briefs more effectively to communicate the preparedness and response impact of PERRC research. For example, hard copies of PERRC approved briefs were shared with practitioners at the 2012 Public Health Preparedness Summit. This strategy may identify more effective ways to use the briefs to engage relevant policymakers and decision makers. 

	• After the Briefs-related information has been published in peer reviewed journals or the investigators give consent to share the Briefs containing unpublished research findings, these documents will be posted on secure ASPH website (
	• After the Briefs-related information has been published in peer reviewed journals or the investigators give consent to share the Briefs containing unpublished research findings, these documents will be posted on secure ASPH website (
	• After the Briefs-related information has been published in peer reviewed journals or the investigators give consent to share the Briefs containing unpublished research findings, these documents will be posted on secure ASPH website (
	Association of Schools of Public Health PERRC forum
	Association of Schools of Public Health PERRC forum

	) to share among all PERRCs. 



	 
	Recommendation Re: Progress in Individual Research and Evidence of Impact 
	15. Wherever possible, PERRCs should use well-established methods for constructing case examples for return on investment (ROI) of their research. 
	15. Wherever possible, PERRCs should use well-established methods for constructing case examples for return on investment (ROI) of their research. 
	15. Wherever possible, PERRCs should use well-established methods for constructing case examples for return on investment (ROI) of their research. 


	 
	Program response: Concur in principle 
	ERPO will encourage the PERRCs to develop examples of ROI, to the extent possible, from the varied research outcomes. There is one example from UNC PERRC where research evidence suggested changes to improve the use of regional response teams and the NC surveillance systems. The state health department implemented changes based upon the research outcomes and saved one million dollars, a 30% savings. Due to the reduction in UNC PERRC funding, plans to evaluate the benefits of implementing that change have bee
	 
	To further address the recommendation, during the PERRC annual meeting (Feb 20, 2012), the ERPO encouraged the PERRCs to find ways to demonstrate ROI in their research, if their resources allow to do so. The construction of case examples on ROI can be considered in future FOAs, as another way to address this recommendation.
	PERRC Program Response to External Peer Review (continued) 
	 
	Recommendation Re: Dissemination 
	16. OPHPR should establish a working group of PERRC investigators and key stakeholders to develop a strategy for dissemination that can be implemented over the next 12-18 months. Particular attention should be paid to developing a strategy that will reach underrepresented minority groups and organizations involved in preparedness (e.g., minority-serving institutions, Historically Black Colleges and Universities, National Association of Black Social Workers).  The workgroup should work closely with experts i
	16. OPHPR should establish a working group of PERRC investigators and key stakeholders to develop a strategy for dissemination that can be implemented over the next 12-18 months. Particular attention should be paid to developing a strategy that will reach underrepresented minority groups and organizations involved in preparedness (e.g., minority-serving institutions, Historically Black Colleges and Universities, National Association of Black Social Workers).  The workgroup should work closely with experts i
	16. OPHPR should establish a working group of PERRC investigators and key stakeholders to develop a strategy for dissemination that can be implemented over the next 12-18 months. Particular attention should be paid to developing a strategy that will reach underrepresented minority groups and organizations involved in preparedness (e.g., minority-serving institutions, Historically Black Colleges and Universities, National Association of Black Social Workers).  The workgroup should work closely with experts i


	 
	Program response: Concur in principle 
	On the basis of resource availability, ERPO would like to conduct the following activities to address this recommendation 
	• During the Annual PERRC Program Meeting, the ERPO discussed with PERRC PIs the idea of establishing a workgroup of PERRC investigators and key stakeholders, to ensure that the dissemination of research outcomes reaches underrepresented minority groups and organizations, such as those listed on US Department of Education site (
	• During the Annual PERRC Program Meeting, the ERPO discussed with PERRC PIs the idea of establishing a workgroup of PERRC investigators and key stakeholders, to ensure that the dissemination of research outcomes reaches underrepresented minority groups and organizations, such as those listed on US Department of Education site (
	• During the Annual PERRC Program Meeting, the ERPO discussed with PERRC PIs the idea of establishing a workgroup of PERRC investigators and key stakeholders, to ensure that the dissemination of research outcomes reaches underrepresented minority groups and organizations, such as those listed on US Department of Education site (
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	) and elsewhere. Although it was agreed that was a worthwhile endeavor, the PERRC PIs cited the lack of resources for such an effort-intensive activity 


	• ERPO has consulted with OPHPR’s Office of Communication about developing proposals for disseminating research findings to make them accessible to the practice community. ERPO will involve preparedness practice stakeholders in a workgroup to provide input on a framework to facilitate the dissemination and translation of research findings to the practice community 
	• ERPO has consulted with OPHPR’s Office of Communication about developing proposals for disseminating research findings to make them accessible to the practice community. ERPO will involve preparedness practice stakeholders in a workgroup to provide input on a framework to facilitate the dissemination and translation of research findings to the practice community 


	 
	Recommendation Re: Dissemination 
	17. The workgroup felt strongly that a robust website should be an important component of any dissemination strategy. The website should be accessible to key audiences and include PERRC research findings, practice tools, peer-reviewed articles, abstracts, pilot projects, and new investigators.  An example of a website that could be emulated in part was the Cancer Control P.L.A.N.E.T. website (e
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	17. The workgroup felt strongly that a robust website should be an important component of any dissemination strategy. The website should be accessible to key audiences and include PERRC research findings, practice tools, peer-reviewed articles, abstracts, pilot projects, and new investigators.  An example of a website that could be emulated in part was the Cancer Control P.L.A.N.E.T. website (e
	.g., http://cancercontrolplanet.cancer.gov/).
	.g., http://cancercontrolplanet.cancer.gov/).

	 



	 
	Program response: Concur in principle 
	ERPO does not have the resources needed to develop a site comparable to the Cancer Control P.L.A.N.E.T. at this time. ERPO continues to use alternate means for dissemination. For example the ERPO arranged to post a brief statement about the Washington PERRC’s research findings about text messaging during emergencies (in the format of video series) in the Public Health Preparedness and Response Connector newsletter. This information was then picked up and widely disseminated via newsletters from the Division
	 
	The ERPO presented these examples to the PERRCs during the Annual Program Meeting (February 20, 2012). ERPO encouraged PERRCs to prepare brief statements about their research findings that can be comparably disseminated, and to identify other active approaches for dissemination of PERRC findings. 
	The ERPO has reached to the OPHPR Communications Office for assistance to develop a strategy and initiatives to better disseminate PERRC findings. 
	 
	At present, ERPO has a website (
	At present, ERPO has a website (
	CDC OPHPR Extramural Research Program PERRC page
	CDC OPHPR Extramural Research Program PERRC page

	) that is accessible outside CDC. This website has links to the individual PERRCs homepages and includes a list of the peer reviewed articles published by the PERRCs with links to freely- available articles or a link to PubMed for other articles. The site is regularly updated. The list of publications is organized by IOM PHPRS research priorities as well as by the cross-cutting priorities. 

	 
	Recommendation Re: Dissemination 
	18. The broader CDC community should become more knowledgeable of the PERRCs, their activities and the implications of their research for public health practice more broadly (beyond preparedness and emergency response). OPHPR should collaborate with PERRCs to organize a seminar at CDC that would attract a large and diverse audience. 
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	18. The broader CDC community should become more knowledgeable of the PERRCs, their activities and the implications of their research for public health practice more broadly (beyond preparedness and emergency response). OPHPR should collaborate with PERRCs to organize a seminar at CDC that would attract a large and diverse audience. 


	 
	Program response: Concur 
	Some examples of CDC community’s knowledge of the PERRC activities and resulting CDC-PERRC collaborations are provided in our response to the recommendation number 1. 
	 
	A series of PERRC seminars has been organized at CDC since May 2010. The announcement about the PERRC seminars is made CDC-wide. CDC programs known to have a direct interest in or current work on the PERRC research topic are invited to schedule in-person meetings with the PERRC presenters during their visit and seminar announcements are targeted to specific program areas that have some relation to the public health research outcomes or approach. These seminars have been well attended (with more than 50 atte
	 
	To further address this recommendation, ERPO will initiate a program effort to work with all of the PERRCs to identify CDC program areas related to their research outcomes and will proactively share research information with CDC investigators to facilitate some interest and potential collaboration. 
	 
	Recommendation Re: Metrics used for evaluating PERRCs 
	19. Overall, the metrics developed by ERPO with input from the PERRCs are appropriate and comprehensive.  Caution should be used in their interpretation as many of the indicators are merely counts of activities and do not address issues of quality. These metrics will be useful in benchmarking future progress.  If new metrics are needed in moving forward, a similar process to develop new metrics should be used but with greater attention to quality and not just quantity. 
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	19. Overall, the metrics developed by ERPO with input from the PERRCs are appropriate and comprehensive.  Caution should be used in their interpretation as many of the indicators are merely counts of activities and do not address issues of quality. These metrics will be useful in benchmarking future progress.  If new metrics are needed in moving forward, a similar process to develop new metrics should be used but with greater attention to quality and not just quantity. 


	 
	Program response: Concur in principle 
	ERPO recognizes the limitations of interpreting quantitative data by itself. The survey of PERRC program outcomes requested both quantitative and qualitative data and results from both were analyzed and interpreted in the report. In the event there is a need of developing additional metrics ERPO will continue to pay greater attention towards developing appropriate and comprehensive qualitative metrics to measure impact of PERRCs research on quality of preparedness and response. 
	APPENDIX E: ACRONYMS 
	 
	AMT Anthrax Management Team 
	APHL Association of Public Health Laboratories 
	ARRA/HITECH American Recovery and Reinvestment Act/Health Information Technology for Economic and Clinical Health Act 
	ASPH Association of Schools of Public Health 
	ASPR Assistant Secretary for Preparedness and Response (HHS) 
	ASTHO Association of State and Territorial Health Officers 
	BSC Board of Scientific Counselors 
	CDC Centers for Disease Control and Prevention 
	CEFO Career Epidemiology Field Officer 
	CSTE Council of State and Territorial Epidemiologists 
	DEO Division of Emergency Operations (CDC) 
	DHS US Department of Homeland Security 
	DoD Department of Defense 
	DSAT Division of Select Agents and Toxins (CDC) 
	EHR Electronic Health Record 
	ERPO Extramural Research Program Office (CDC) 
	ExO Ex Officio 
	FACA Federal Advisory Committee Act 
	FDCH Federal Document Clearing House 
	FOA Funding Opportunity Announcement 
	FRO Financial Resources Office (CDC) 
	HPP Hospital Preparedness Program 
	HHS US Department of Health and Human Services 
	IOM Institute of Medicine 
	IT Information Technology 
	LO Learning Office (CDC) 
	LRN Laboratory Response Network 
	MASO Management Analysis and Services Office (CDC) 
	NACCHO National Association of County and City Health Officials 
	NCEH National Center for Environmental Health 
	NCEZID National Center for Emerging and Zoonotic Infectious Disease 
	NCIRD National Center for Immunization and Respiratory Diseases 
	NIHB National Indian Health Board 
	NIH National Institutes for Health 
	OD Office of the Director 
	OID Office of Infectious Diseases (CDC) 
	OPHPR Office of Public Health Preparedness and Response (CDC) 
	OPPE Office of Policy, Planning, and Evaluation (CDC) 
	OSPHP Office of Science and Public Health Practice (CDC) 
	PERRC Preparedness and Emergency Response Research Center 
	PAHPA Pandemic and All-Hazards Preparedness Act (PL 109-417) 
	PHEP Public Health Emergency Preparedness 



